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Section 1 | Introduction & Document Overview

1.1 About Linxus

It is estimated that at least $18 Billion* of annual health care spending in the
United States is on payment administration. These estimated costs, however, only
account for health plan operations, such as claims processing, member
enrollment, provider credentialing, and so forth, and do not include providers’
investments in billing operations, such as denial management, collections, and
front-end benefits determination. Acutely aware of the costs and challenges facing
its hospital members, Greater New York Hospital Association (GNYHA) attempted
to facilitate a solution.

In 2004, GNYHA invited a group of health plans and providers doing business in
the New York metropolitan area to come together to explore the possibilities of
utilizing information technology (IT) to alleviate the high costs of health care
administration. Each of these invitees voluntarily came together and agreed to
commit project funds and subject matter experts to participate in ongoing
collaborative forums, or workgroups, where they could meet to discuss practical
approaches to IT-enabled reimbursement processes. Through this discovery
process and creation of good will, the group’s consensus approach has identified
several health plan and provider efficiencies that are eliminating costs for each
respective participant’s organization.

In early 2008, the participants in this collaborative effort voted to increase their
commitment to reducing operating costs by forming Linxus (a 501c nonprofit
organization). The formation of Linxus reflects the desire on both sides to increase
the use of IT and achieve a greater degree of standardization in the enabling of IT
systems for payment administration. Ultimately, achieving this goal requires a
higher level of coordination among health plans and providers than has existed in
the past, and Linxus is uniquely positioned to define mutually agreed-upon best
practices that can be leveraged by the health care industry as a whole.

Starting Point for Standardization: HIPAA

A framework to standardize administrative procedures was originally established
through legislative action for the entire health care industry in 1996 with passage
of the Health Insurance Portability and Accountability Act (HIPAA). The Act
promulgated rules and regulations to achieve administrative simplification that
detailed, among other things, standardized processes for conducting eight health
care business transactions which should be exchanged electronically. A final rule
containing Privacy, Security, and Transactions and Code Sets (TCS) requirements

McKinsey Global Institute, “Accounting for the Cost of Health Care in the United State”, January
2007 http://www.mckinsey.com/mai/reports/pdfs/healthcare/MGI_US HC fullreport.pdf.
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for these business processes was published in the Federal Register on August 17,
2000, that mandated covered entities, as defined under HIPAA, to be compliant
with the Act by October 16, 2002. An extension was given to covered entities that
filed a contingency plan during 2001, allowing one more year to achieve
compliance through October 16, 2003.

However, while HIPAA delineated critical steps toward standardization, including
its common rules and compliance mandates, the Act did not require all covered
entities to address items outside of the specifications detailed in the Transactions
and Code Sets Implementation Guides. That is, HIPAA rules and regulations
enabled health plans to develop individual “Companion Documents for Providers”
describing their unique implementation of the HIPAA Transactions and Code Sets
in accordance with each health plan’s own business needs and interpretation.

For example, situational notes within the Transactions Implementation Guides
could vary by health plan according to their business needs, and the use of Code
Sets cross-walked to health plans’ internal codes could be interpreted differently
by different providers. As a result, providers must interact with each of these
variations by health plan rather than single transaction implementation standard
uniformly.

Linxus was formed, in part, to address the requirement gap that allowed business
transactions defined by HIPAA to remain “non-standard standards.”

End Goal: Standards Refinement, Implementation, and Success Measures

Linxus’ approach will be to build upon the success of the original HIPAA mandate
and provide feedback as a group to continue refining and adding business value to
the existing Transactions and Code Sets standards. All Linxus members also
pledged to implement technologies and process changes that are identified
through the group’s collaborative efforts, so organizations demonstrate their
commitments to doing more electronically through direct electronic data
interchange (EDI).

A detailed list providing the scope of implementation commitments made by the
Linxus member organizations is provided in Annex A: Linxus Memorandum of
Understanding (MOU).

For example, Linxus member organizations will recommend updates/modified

language to health plan Companion documents and measure the impact of these
changes on business process (i.e. impact on phone call rate).

1.2 Document Overview
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The implementation specifications (“Linxus Implementation Specifications”)
contained in this document were selected through the consensus of Linxus health
plan and provider members meeting regularly in workgroups to evaluate, prioritize,
and specify how electronic transactions defined under HIPAA could become
standardized to reduce the variability among the health plans’ Companion
documents and among the best practices that providers use to automate
processes.

Subject matter experts from operations and IT advise the Linxus Board and make
recommendations for approval on IT and process changes based upon the
workgroups’ recommendations. Because the workgroups make up a collaborative
forum, recommendations to the Board are presented for approval only when both
sides mutually agree and can document how a standardized EDI process can
produce administrative efficiencies.

When the Linxus Board approves of any technical specifications document to
create single implementation specifications for standardized transactions, these
detailed instructions will appear in this document. Linxus expects this list of
detailed specifications to grow over time and the process to remain iterative. New
versions will result from new health plan and provider organizations joining these
collaborative efforts, different perspectives and priorities that evolve from the
Linxus workgroup forum discussions, or new recommendations that will come from
other national standardization efforts (such as the Workgroup on Electronic Data
Interchange).

NOTE: This document is not a replacement for any HIPAA required
documentation or the Health Plan Companion Guides. Linxus recommends this
document be used as guidance to enhance current transaction implementations,
so the health care industry can achieve a higher degree of standardization,
especially in the areas that have the greatest opportunity to reduce administrative
spending.

1.3 Document Structure

The contents of this document have been organized to help facilitate discussions
among the operations and IT departments of health plan and provider
organizations.

Sections 2, 3 and 4 deal with each transaction set for which Linxus members have
developed detailed implementation specifications. These sections include (1) an
overview of each transaction’s intended business use; (2) a narrative description
of each decision reached by Linxus to standardize how the transaction should be
conducted; and (3) an implementation specification referencing the technical
structure of the transaction.
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Section 5 of this document is called “Best Practices: Incorporating Transaction
Data into Provider Workflow.”  This section lists how provider member
organizations of Linxus expect to achieve efficiencies from the above
implementation specifications, including the IT systems requirements needed to
modify workflows that optimize data returned electronically from health plans.
Additionally, best practices on how to formalize processes to reduce A4/Claim Not
Found and technical error transmission messages are included.

1.4 Document Focus

The efforts that Linxus members have identified by consensus, for which a single
implementation specification of HIPAA transactions can result in the greatest
mutual benefit to health plans and providers, include (1) the transaction to verify a
patient’s eligibility and benefit coverage with a health plan (Health Care Eligibility
Benefit Inquiry and Response, or 270/271), (2) the transaction to check the
status of claims for payment that have been submitted to health plans (Health
Care Claim Status Request and Response, or 276/277) and best practices to
reduce Claim Not Found and error rates and (3) the transaction that provides
remittance advice for reconciled amounts billed and paid/adjusted/denied (Health
Care Claim Payment/Advice or 835).

These transactions are also the building blocks for further collaborative efforts.
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Section 2 | Health Care Eligibility Benefit Inquiry and
Response: Transaction Business Use and Technical
Specifications

2.1 Business Use

The Health Care Coverage, Eligibility, and Benefit transaction set (270-Inquiry; 271-
Response) allows providers of health care services to query third party health plans
about a specific patient’'s (subscriber or dependent) insurance information. This
transaction is used to meet the particular needs of the health care industry by providing
valid information about the eligibility and benefits for a specific patient.

The 270/271 is of vital importance as it is often the first interaction between health
providers and insurance organizations, and initiates the billing and payment process
(revenue cycle) for service rendered to the patient. Providers use the information shared
on a 271 Response to validate patient payment source, identify benefits covered, and to
determine if follow up activities are necessary (e.g. apply for Medicaid on behalf of
patient if no coverage was found). The information provided on a 271 response is
important as the demographic information including an insured’s patient identification
number is used on all subsequent transmissions (e.g. claim submission, claim status
inquiry etc.) to the health plan.

2.2 Implementation Specifications

Linxus members have focused on the two parts of a Health Care Eligibility Benefit
Inquiry and Response transaction and have developed standardized implementation
specifications for both the 270 request and 271 response. The specifications are
intended to help Providers format inquiries so that Health Plans can respond accurately
and to give Health Plans guidance on using the transaction Code Sets so that Providers
can develop automated work lists with actionable data.

These specifications are based on the ASC X12N 270/271 (004010X092A1) National
Electronic Data Interchange Transaction Set Implementation Guide for Health Care
Eligibility Benefit Inquiry and Response. The requirements in the ASC X12N 270/271
004010X092 Implementation Guide and it's associated Addenda 004010X092A1,
identify only one search option that all payers are required to support and require
confirmation that a person does or does not have active coverage for the health plan if
they are located in the health plan’s system. Linxus recognizes that while these were
intended as a starting point for supporting eligibility, more recent versions of the X12N
Implementation Guides have raised the level of requirements for health plans and
include more search options and more robust response details. The ASC X12N 270/271
005010X279 TR3 (Implementation Guide) has now been mandated for use for the next
round of HIPAA no later than January 1, 2012. Many of these benefits can be utilized
today within the framework of the 004010X092A1 Implementation Guide. As a result,
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health providers and insurance organizations that follow these specifications will be well
prepared for the migration to the 005010X279.

2.2.1 Active or Inactive Health Plan Coverage

When an individual is located in the health plan’s system, the status of their coverage for
the health plan is returned in a 2110C loop if the patient is the subscriber or a 2110D
loop if the patient is a dependent. The 2110 loop will contain an EBO1 with one of the
following values identifying the patient’s status:

1 Active Coverage

2 Active - Full Risk Capitation

3 Active - Services Capitated

4 Active - Services Capitated to Primary Care Physician
5 Active - Pending Investigation

6 Inactive

7 Inactive - Pending Eligibility Update

8 Inactive - Pending Investigation

The same EB segment will contain Service Type Code 30 (Health Benefit Plan
Coverage) in EBO3 and if a specific name exists for the Health Plan, it is to be returned
in EBO5®. Dates association with the health plan must also be returned if the patient has
active coverage (EBO1 = 1 through 5) as outlined in Section 2.2.2.

2.2.2 Date Segment Information

2221 270 Inquiry

The 4010 Implementation Guide utilizes 3 codes to identify the date or dates for the
inquiry related to the patient. These codes have been used inconsistently across health
plans causing providers to have to refer to Health Plan Companion Guides to identify the
appropriate code to use for the health plan. The 5010 TR3 recognized the need to
consolidate these codes and has moved to a single value to reflect that the code is in
fact nothing more than a place holder to identify the trigger date(s) for the inquiry. The
4010 Implementation Guide does not have the same code value required for use in
5010. Since the DTPO1 code value is to be nothing more than a place holder in the
future, Linxus has determined that it will not establish requirements for what code health
plans are required to support, rather it will allow them to continue to use whatever code
or codes they currently support for the date code values for the request. If a Health Plan
has a Companion Guide, they should identify what 270 date codes they support.

A provider is not required to submit any date in the 270 if they are inquiring for eligibility
and benefits for the date the transaction is being processed. The response will be for the
date the transaction is processed, unless a specific date (prior, current or future) was
used from the DTP of the 270.

2 EBO5 is used only to convey the specific product name or program name for an insurance plan. See
004010X092 and 005010X 279 for correct usage.
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2.2.2.2 271 Response

When health plans return members’ eligibility coverage date information in the 271,
providers report a wide variation in payers’ definition of codes and in the application of
date qualifiers. The date qualifiers help providers to assess plan benefit begin and end
dates, and whether the subscriber is eligible for coverage at the time of inquiry. The data
elements that provide this data are always associated with the other data elements
described in this section and overall comprise a properly constructed 271 response with
business value for both providers and health plans.

There is no consistent approach by payers to structuring the 271 to return this
information. One example of this kind of inconsistency is in the use of code 307 in the
Subscriber/Dependent Loop, which, in some cases, implies the member’'s Plan Begin
Date. Other plans use 307 to give a members’ plan eligibility on the particular date of
service (not necessarily the plan begin date.) Furthermore, code 307 and code 382 are
used by some plans to designate the original enrollment date. Other times no
information is returned at the Subscriber/Dependent Loop level.

To standardize this important information and include health plan coverage date or date
range information, it is recommended that only the effective date of the health plan
coverage actually in operation be returned (as opposed to the original enrollment date
for example). Dates such as the applicable health benefit time period, the health benefit
base and remaining deductibles, are to be returned when they differ from the effective
date of the health plan coverage for the individual.

22221 Health Plan Coverage Dates

When specifying the health plan coverage dates for the individual in the DTP segment in
Loops 2100C (Subscriber) and 2100D (Dependent), if the individual has active
coverage, the Plan Begin date must be returned in 2100C/D DTP (with DTPO1 = 346
and DTP02 = D8)>. If both the beginning and ending dates of coverage for the health
plan are known, the health plan may alternately return the Plan range of dates when
those dates are known (with DTP01 = 291 and DTP02 = RD8).

22222 Benefit Specific Coverage Dates

When the date identifying the applicable time period of the benefit specific coverage date
is separate and distinct from the health plan coverage date for the individual, the health
plan or information source must only return the date(s) of a specific benefit coverage in
Loops 2110C/2110D when EBO3 (Service Type Code) does not equal 30 (Health Plan
Benefit Coverage). The dates must be returned in the 2110C/D loop with the associated
EBO3 benefit with either DTP01 = 348 - Benefit Begin and DTP02 = D8 - date, or if the
range of dates for the benefit are known, with DTP01 = 292 - Benefit and DTP02 = RD8.

This DTP segment must not be returned in the 2110C/D loop if the date or dates are the
same as the health plan coverage date or dates for the individual returned in the
2100C/D loop.

% 005010 also includes provisions for multiple plans “ unless multiple plans apply to the individual or
multiple plan periods apply, which must then be returned in the 2110C/D DTP”
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2.2.2.2.3 Health Plan Base Deductible Dates

When specifying the health plan base deductible dates, and it is not the same as the
health plan coverage date for the individual, the health plan or information source must
return the date specifying the begin date for the base health plan deductible only in
Loops 2110C/2110D where EBO1 = C - Deductible, EBO3 = 30 and with either DTPO1 =
348 - Benefit Begin and DTP02 = D8 — date, or if the range of dates for the health plan
base deductible are known, with DTPO1 = 292 - Benefit and DTP02 = RD8. The dates
applicable to the deductible time period identified in the 2110C/2110D loop may be
further specified in EBO6 (Time Period Qualifier) with codes such as 22 — Service Year,
23 — Calendar Year, etc.

22224 Benefit Specific Base Deductible Dates

Last, when specifying any applicable benefit-specific base deductible dates that are not
the same as the health plan coverage date for the individual, a health plan or information
source must return a date specifying the begin date for the base benefit-specific
deductible only in Loops 2110C/2110D where EBO1 = C - Deductible and EB0O3 does not
equal 30 (Health Plan Benefit Coverage) as follows: either DTPO1 = 348 - Benefit Begin
and DTPO02 = D8 — date, or if the range of dates for the benefit are known, with DTP01 =
292 - Benefit and DTP02 = RD8. The dates applicable to the deductible time period
identified in the 2110C/2110D loop may be further specified in EB06 (Time Period
Quialifier) with codes such as 22 — Service Year, 23 — Calendar Year, etc.

2.2.3 Service Type Code (STC) Information

Service Type Codes (STC) describe the specific benefits in a member’s contract. The
following sections describe how STCs can be returned by health plans either in
response to explicit requests for types of benefits, or in groupings as defined by the
Implementation Guides. There are two groupings possible: one is a generic grouping of
STCs (see section 2.2.3.2), and one is a hospital specific grouping of STCs (see section
2.2.3.3).

2.2.3.1 Explicit Service Type Codes

The Linxus Eligibility Workgroup reached unanimous consensus that explicit STC 270
requests must be supported for the following STCs*:

Medical Care (1)
Surgical (2)
Diagnostic X-Ray (4)
Diagnostic Lab (5)
Radiation Therapy (6)
Anesthesia (7)

* Health Plans are only required to support a request for one service type code per patient inquiry in the
270; however health plans are encouraged to support multiple STCs per request.
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Surgical Assistance (8)

Durable Medical Equipment Purchase (12)
Ambulatory Service Center Facility (13)
Durable Medical Equipment Rental (18)
Second Surgical Opinion (20)
Chiropractic (33)

Dental Care (35)

Oral Surgery (40)

Home Health Care (42)

Hospice (45)

Hospital — Inpatient (48)

Hospital — Room and Board (49)

Hospital — Outpatient (50)

Hospital — Emergency Accident (51)
Hospital — Emergency Medical (52)
Hospital — Ambulatory Surgical (53)

Invitro (61)

MRI/CAT Scan (62)

Newborn Care (65)

Well Baby Care (68)

Diagnostic Medical (73)

Dialysis (76)

Chemotherapy (78)

Immunizations (80)

Routine Physical (81)

Family Planning (82)

Infertility (83)

Emergency Services (86)

Pharmacy (88)

Podiatry (93)

Professional (Physician) Visit — Office (98)
Professional (Physician) Visit — Inpatient (99)
Professional (Physician) Visit — Outpatient (AO)
Professional (Physician) Visit — Home (A3)
Psychotherapy (A6)

Psychiatric — Inpatient (A7)

Psychiatric — Outpatient (A8)
Rehabilitation (A9)

Rehabilitation - Room and Board (AA)
Rehabilitation — Inpatient (AB)
Rehabilitation — Outpatient (AC)
Occupational Therapy (AD)

Physical Medicine (AE)

Speech Therapy (AF)

Skilled Nursing Care (AG)

Substance Abuse (Al)

Vision Optometry (AL)

Cardiac Rehabilitation (BG)
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Pediatric (BH)

The health plan may support additional explicit STC requests at their discretion, but must
follow the same requirements for responding as those listed above.

If the STC is a covered benefit of the plan, the STC is to be returned in EBO3 and the
appropriate code from this list must be present in EBO1:

1 Active Coverage

2 Active - Full Risk Capitation

3 Active - Services Capitated

4 Active - Services Capitated to Primary Care Physician
5 Active - Pending Investigation

If the STC is not a benefit of the plan, the STC is to be returned in EBO3 and EBO1 will
be I (Non-Covered).

The response must contain an EBO1 of 1, 2, 3, 4, 5 or | for each of the explicit STC
codes received in a 270 request.

For explicit STC requests supported by the health plan, the Linxus requirements include
a provision that health plans must not send in the 271 response STCs not requested in
the 270 inquiry unless they are directly related to the STC. Receiving information that
was not asked for in the inquiry can cause confusion.

Providers have expressed that they do not want responses to STCs for which they have
not queried (e.g. do not return podiatry benefits for a chiropractic inquiry).

2.2.3.2 Generic 270 Request/Response

A Generic 270 request consists of an EQ01 STC = 30 (Health Benefit Plan Coverage). If
a health plan receives an STC "30" submitted in the 270 EQOL or an STC that they do
not support (such as a code not identified in section 2.2.3.1), the following 2110C/D
EBO03 values must also be returned and identify if they are a covered or non-covered
benefit category at a plan level.

Medical Care (1)

Chiropractic (33)

Dental Care (35)

Hospital (47)°

Emergency Services (86)

Pharmacy (88)

Professional Physician Office Visit (98)
Vision (Optometry) (AL)®

® Linxus requires the support of an explicit inquiry for Service Type Code 47 to receive the details of
Hospital Benefits. See Section 3.2.3.3 for additional details.

® 005010X 279 includes two additional codes not available in 004010X 092A1 - Mental Health (MH) and
Urgent Care (UC)
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If the STC is a covered benefit of the plan, the STC is to be returned in EBO3 and the
appropriate code from this list must be present in EBO1:

1 Active Coverage

2 Active - Full Risk Capitation

3 Active - Services Capitated

4 Active - Services Capitated to Primary Care Physician
5 Active - Pending Investigation

If the STC is not a benefit of the plan, the STC is to be returned in EBO3 and EBO1 will
be | (Non-Covered’)

Additional STCs may be returned at the health plan’s discretion; however they must be
relevant to a generic inquiry.

2.2.3.3 Hospital Service Type Code

As part of the development of the 5010 Implementation Guide, a provision is included
that creates a hospital specific service type code grouping under the umbrella of Service
Type Code 47 - Hospital. It includes the following categories of information and would
form the basis of the hospital specific service type code grouping:

Hospital Inpatient (48)

Hospital - Room and Board (49)
Hospital — Outpatient (50)

Hospital - Emergency Accident (51)®
Hospital - Emergency Medical (52)
Hospital - Ambulatory Surgical (53)
Diagnostic Medical (73)

Linxus requires support of Service Type Code 47 - Hospital and the return of the above
codes and their associated status, co-payments, co-insurance, base deductible and
remaining deductible if applicable.

Additional STCs may be returned at the health plan’s discretion; however they must be
relevant to a hospital inquiry.

2.2.3.4 Other Service Type Codes
For explicit STC requests for codes that are not identified in Section 2.2.3.1 or other

STCs that are not supported by the health plan, the health plan must treat the request as
a generic inquiry (EQO1 = 30) and respond as outlined in section 2.2.3.2.

005010 279 requires any of the benefits from thislist not be returned if they are a non-covered benefit.
Under 004010X092A1 rules, an item that is not returned cannot be interpreted as non-covered.

8 For STC 51 (Hospital - Emergency Accident), STC 51 only needs to be returned if is covered separately
from benefits that are included in benefits for STC 52 (Hospital - Emergency Medical).
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2.2.4 Co-Payment

If a Service Type Code being returned in the 271 requires a co-payment, the Linxus
specification requires that the co-payment amount associated with that service type code
be returned in the 271 response. Copayment amounts are to be returned for the service
type code in a corresponding 2110 loop with the applicable service type code present in
EBO3. For each STC requiring a Co-Payment, the response will contain one 2110 EB
segment with EBO1 = B (Co=Payment), EBO3 will contain the STC, and the co-payment
amount in EBO7.

2.2.5 Base Deductible and Remaining Balance

Currently when health plans return deductible information in the 271, providers and their
front-end staff supervisors report having difficulty making a quick determination whether
the amounts being displayed reflect what a patient has already paid towards the
deductible, or what the remaining balance of the deductible is. For example, if a patient
has already paid $100 of an annual $1,000 deductible, the 271 must clearly state that
$900 is the balance remaining before the deductible is met. Additionally, the base or
entire deductible amount (in this hypothetical example $1,000) required by a health plan
product must be communicated to give provider representatives information necessary
to counsel patients about any out of pocket expenses that may or may not be incurred.

Depending on health plan product design, providers report that it is not clear whether
deductible information applies to all types of services covered by the health plan, or just
specific service type codes (STC) indicating a carve-out portion of health insurance
benefits. Providers also report that it is unclear if the deductible information applies to
both in- and out-of-network providers and just one category of benefits.

2.2.5.1 Health Plan Deductible

The Linxus specification for base and remaining deductibles requires that both items of
information are to be returned for the overall Health Plan, regardless of the service type
code queried in the 270 request. For the Base Deductible, the response will contain one
2110 EB segment for the base deductible amount with EBO1 = C (Deductible), EBO3 =
30 (Health Benefit Plan Coverage) and the base deductible amount in EBO7. For the
Remaining Deductible, the response will contain one 2110 EB segment for the remaining
deductible amount with EBO1 = C (Deductible), EB03 = 30 (Health Benefit Plan
Coverage), EB06 = 29 (Remaining) and the remaining deductible amount in EBO7.

Dates associated with the health plan deductible must be returned as outlined in Section
2.2.2.

2.2.5.2 Service Type Code Deductible

If a Service Type Code being returned in the 271 has a separate and distinct deductible,
one that is not included in the plan deductible (see Section 2.2.5.1), the Linxus
specification for base and remaining deductible requires that both items of information
are required to correspond to the service type code information that is being queried for
the 271 response. Base deducible and benefit specific deductibles (if applicable) are to
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be returned for the service type code in a 2110 loop with the service type code in EBO3.
For the STC’s Base Deductible, the response will contain one 2110 EB segment for the
STC base deductible amount with EBO1 = C (Deductible), EBO3 will contain the STC,
and the STC’s base deductible amount in EBO7. For the STC’s Remaining Deductible,
the response will contain one 2110 EB segment for the remaining deductible amount
with EBO1 = C (Deductible), EBO3 will contain the STC, EB0O6 = 29 (Remaining), and the
STC'’s remaining deductible amount in EBO7.

NOTE: If the Service Type Code does not have a separate or distinct deductible, and the
service is subject to the overall Health Plan Deductible, no additional reporting is
necessary.

In some cases, the Service Type Code may not require a deductible at all, nor is it a part
of the plan deductible. In this case, a base deductible amount of zero is to be returned.
For the STC Zero Deductible, the response will contain one 2110 EB segment for the
STC base deductible amount with EBO1 = C (Deductible), EBO3 will contain the STC,
and EBO7 will contain 0. If the base deducible is zero, there is no need to report a
remaining amount.

Dates associated with the STC deductible must be returned as outlined in Section 2.2.2.

The Service Type Code Deductible, if separate and distinct from the plan deductible,
must be returned for all Service Type Codes identified in section 2.2.3, with the following
exceptions:

Health Plans may return the remaining deductible amounts, co-payment amounts or co-
insurance information for the following STCs at their discretion®:

Medical Care (1)

Dental Care (35)

Pharmacy (88)
Psychotherapy (A6)
Psychiatric — Inpatient (A7)
Psychiatric — Outpatient (A8)
Substance Abuse (Al)
Vision Optometry (AL)

EXAMPLES:

EB*C**30****5000~

$5000 Health Plan Deductible
EB*C**30***29*4000~

$4000 Health Plan Deductible Remaining

EB*C**33****500~

$500 Chiropractic Deductible (Separate STC Deductible)
EB*C**33***29*400~

$400 Chiropractic Deductible Remaining (Separate STC Deductible)

® CAQH/CORE Phase Il Rules acknowledge the sensitivity of returning this information
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EB*C**S****O__,_

$ Diagnostic Lab Deductible (Note, the presence of a separate Deductible EB with O
indicates that there is no deductible for this STC and is not subject to the Health Plan
Deductible)

EB*1**08
Active Coverage Professional (Physician) Visit — Office (Note: absence of a separate
Deductible EB indicates that it would be covered under the Health Plan Deductible).

2.2.5.3 In Network and Out of Network Deductible

In instances when the deductible differs for in network and out of network benefits, two
occurrences of the EB loop must be returned in the 271 response to indicate a yes or no
response regarding the applicability of in network or out of network benefits (EB12 = “Y”
for In Plan Network, EB12 = “N” for Out of Plan Network). (See section 2.3 Data
Overview/Architecture below for further technical details). If the deductible amount for is
the same for in or out of network, no value is to be returned in EB12%. This section
applies to both Plan deductibles and STC deductibles.

2.2.6 Remaining and Base Spend Down Balance

For Health Plans that utilize Spend Down, typically Medicaid, the same provisions that
apply to Remaining and Base Deductible Balances apply to Spend Down, except that
EBO1 will be Y (Spend Down).

2.2.6.1 Health Plan Spend Down

The Linxus specification for base and remaining spend down recommends that both
items of information are required to be returned for the overall Health Plan, regardless of
the service type code queried in the 270 request. For the Base Spend Down, the
response will contain one 2110 EB segment for the base spend down amount with EBO1
=Y (Spend Down), EBO3 = 30 (Health Benefit Plan Coverage) and the base spend
down amount in EBO7. For the Remaining Spend Down, the response will contain one
2110 EB segment for the remaining spend down amount with EBO1 =Y (Spend Down),
EBO3 = 30 (Health Benefit Plan Coverage), EBO6 = 29 (Remaining) and the remaining
spend down amount in EBO7.

Dates associated with the health plan spend down must be returned as outlined in
Section 2.2.2.

2.2.6.2 Service Type Code Spend Down

If a Service Type Code being returned in the 271 has a separate and distinct spend
down, one that is not included in the plan spend down, the Linxus specification for base
and remaining spend down requires that both items of information correspond to the
service type code information that is being queried for the 271 response. Base deducible

195010 requires EB12 = ‘W’ if benefits in the EB segment applies to both In and Out of Network
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and benefit specific spend downs (if applicable) are to be returned for the service type
code in a 2110 loop with the service type code in EB0O3. For the STC Base Spend Down,
the response will contain one 2110 EB segment for the STC base spend down amount
with EBO1 = Y (Spend Down), EBO3 will contain the STC, and the base spend down
amount in EBQO7. For the STC Remaining Spend Down, the response will contain one
2110 EB segment for the remaining spend down amount with EBO1 =Y (Spend Down),
EBO3 will contain the STC, EB06 = 29 (Remaining) and the remaining spend down
amount in EBO7.

NOTE: If a Service Type Code does not have a separate or distinct spend down, and the
service is subject to the overall Health Plan Spend Down, no additional reporting is
necessary.

In some cases, a Service Type Code may not require a spend down at all, nor is it a part
of the plan spend down. In this case, a base spend down amount of zero is to be
returned. For the STC Zero Spend Down, the response will contain one 2110 EB
segment for the STC base spend down amount with EBO1 =Y (Spend Down), EBO3 will
contain the STC, and EBO7 will contain 0. If the base spend down is zero, there is no
need to report a remaining amount.

Dates associated with the STC spend down must be returned as outlined in Section
2.2.2.

2.2.7 Co-Insurance

If a Service Type Code being returned in the 271 requires a co-insurance, the Linxus
specification requires that the co-insurance percentage associated with the service type
code be returned in the 271 response. Co-insurance percentages are to be returned for
the service type code in a 2110 loop with the service type code present in EBO3. For the
STC Co-insurance, the response will contain one 2110 EB segment for the co-insurance
percentage with EBO1 = A (Co-Insurance), EBO3 will contain the STC, and the co-
insurance percentage in EB08. The co-insurance percentage value returned must
represent the patient’s portion of responsibility, not what is covered by the health plan.

EXAMPLE:

EB*A**48*****. 2._,
Hospital-Inpatient Co-Insurance 20 Percent

2.2.8 Life Time Maximum (LTM) benefit information

When health plans return information in the 271 on covered benefits that have a Life
Time Maximum (LTM) provision, providers report difficulty understanding how the
information is presented, and how to respond to the information. Often this benefit
information is missing altogether or, if present, is not standardized. Providers’
registration personnel, therefore, often call health plans to determine the remaining
benefits (dollar caps), creating additional work for providers and health plans when this
information can be provided electronically and efficiently.
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LTM information is significant for providers when hospital stays exceed 30 days.
Providers will always check LTM benefits when patient stays exceed 30 days, because
they use this information to counsel the patient if a significant patient responsibility might
be incurred. Providers report that it is important to know if LTM limits are applicable per a
patient’s health plan design and what portion is remaining. The ability to know what is
the available and remaining balance toward the LTM cap in the 271 response would
make the 270/271 EDI transaction more valuable and useful.

The Linxus specifications require that an indicator in the 271 be utilized to indicate the
remaining balance for a health care policy’s LTM provision if applicable as part of the
health insurance product. An option for this information that is consistent with the current
version of the Implementation Guide for this purpose is the EBO6 Time Period Qualifier
data element in the 2110C loop for subscriber information, and 2110D loop (also the
EBO6 data element) for dependent information.

Dollar Amount Life Time Maximums

For the LTM Base dollar amount, the response will contain one 2110 EB segment for the
LTM Base dollar amount with EBO1 = F (Limitations), EBO3 will contain the appropriate
STC, EB06 = 32 (Lifetime), and the amount in EBO7. For the LTM Remaining dollar
amount, the response will contain one 2110 EB segment for the LTM Remaining dollar
amount with EBO1 = F (Limitations), EBO3 will contain the appropriate STC, EB06 = 33
(Lifetime Remaining) and the amount in EBO7.

LTM Dollar Amount Examples:

Lifetime Hospital Benefit Maximum $1,000,000

EB*F**47***32*1000000~

Lifetime Remaining Hospital Benefit $800,000

EB*F**47***33*800000~

Quantity Life Time Maximums

For the LTM Base quantity amount, the response will contain one 2110 EB segment for
the LTM Base quantity with EBO1 = F (Limitations), EBO3 will contain the appropriate
STC, EBO6 = 32 (Lifetime), the appropriate quantity qualifier in EBO9 (e.g. DY — Days,
VS - Visits) and the quantity in EB10. For the LTM Remaining quantity, the response will
contain one 2110 EB segment for the LTM Remaining quantity with EBO1 = F
(Limitations), EBO3 will contain the appropriate STC, EB0O6 = 33 (Lifetime Remaining),
the appropriate quantity qualifier in EBQO9 (e.g. DY — Days, VS — Visits) and the quantity
in EB10.

LTM Days Examples:

Lifetime Hospital Benefit Maximum 100 Days

EB*F**47**32+*DY*100~
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Lifetime Remaining Hospital Benefit 80 Days
EB*F**47***33**DY*80~

This enhancement would accomplish several Linxus goals of mutual benefit to Members:
1) lets providers know that such a provision is applicable, 2) indicates where a patient
stands regarding this limit, 3) introduces an automated process instead of a highly
manual one, and 4) reduces the need for health plans and providers to use the
telephone for this information.

2.2.9 Annual Maximum benefit information

Providers report that clear information is needed on any calendar year/annual maximum
limitation provisions in health plan insurance policies. As a result of business decisions
regarding plan design, there may be different annual maximums for specific benefit
types along with potential LTM provisions. It is important for providers to know this
information in the 271 response in order to be able to council patients and for provider
communication to assist and counsel patients with the necessary information about any
out of pocket expenses that may or may not be incurred.

Linxus proposes that an indicator in 271 be utilized to indicate the remaining balance for
a health care policy’s annual maximum provisions. Among the potential options for this
indicator are data elements in the Eligibility or Benefit Information (EB) segment such as
the EBO6 (Time Period Qualifier), EB09 (Quantity Qualifier) or EB10 (Quantity).
Examples:

Chiropractic Calendar Year Benefit Maximum $10,000

EB*F**33***23*10000~
DTP*292*RD8*20080101-20081231~

Chiropractic Remaining Benefit $8,000

EB*F**33***29*8000~
DTP*292*RD8*20080101-20081231~

Chiropractic Calendar Year Benefit 20 Visits

EB*F*+33+++23++%\/S*20~
DTP*292*RD8*20080101-20081231~

Chiropractic Remaining Benefit 10 Visits

EB*F**33%++20%+\/S*1 0~
DTP*292*RD8*20080101-20081231~
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NOTE: It is not necessary to return a value of EBO6 (such as 22 = Service Year or 23 =
Calendar Year) or an associated 2110 DTP segment if the Plan Dates sent at the 2100C
or 2100D level are for the same period of time.

Utilizing one or more fields for this information would accomplish several Linxus goals of
mutual benefit to Members: 1) allows for a field for providers to know that such a
provision is applicable, 2) indicates where a patient stands regarding financial standing
against this limit, 3) introduces an automated process instead of a highly manual one,
and 4) reduces the need for health plans and providers to resort to the telephone for this
information.

2.2.10 Other Health Plan information

Often more than one insurance carrier or government health coverage program covers
health care expenses for a patient. If a health plan that is a secondary insurance carrier
does not consistently return the member’s primary health insurance information,
coordination of benefits cannot occur. It is also helpful to know when secondary and
tertiary payers may provide the patient additional coverage. The requirement is that
regardless of the accuracy of this information, health plans must return whatever other
health insurance information available in the 271 response, 2110 loop with EBO1 = R
(Other or Additional Payer) and a 2120 loop identifying that health plan. For example, if
the health plan will deny a claim when another plan is thought to pay primary to the
health plan, this information must be returned. Linxus members agree that any
information sent to providers from health plan files regarding primary and/or secondary
plan information is useful to be returned within the 271 response over the absence of
information. The health plan must not return the person’s coverage status or benefit
details for the other health plan identified. In these circumstances, the provider should
initiate a 270 to the plan identified to determine the status and details of coverage.

Example:
Other or Additional Payer, Primary Payer XYZ Health Plan

EB*R~

LS*2120~

NMI*PRP*2*XYZ Health Plan~
LE*2120~

During the discussions involving this item, both health plans and providers acknowledge
that the accuracy of this information may not be very high. Investigation and verification
of any 271 information would need to occur with the patient and/or health plan in order to
determine the accurate primary, secondary and tertiary health insurance benefits.
Regardless, all Linxus Members agree that health plans should give any information it
has on file to assist providers with proper billing and account resolution. In addition to
identifying the other health plan, Linxus recommends that health plans identify the
member by name and member ID number if that information is available.

Note that the structure of the 004010X092A1 271 transaction did not allow for the
efficient linkage of the other health plan and the other health plan member information.
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This linkage can be accomplished by returning two separate 2110 loops with EBO1 = R
and the Member ID number in an associated 2110 REF segment with REF01 = 1W. If
the Member ID number is not available and one of the other identifiers listed in 2110
REFO01 is available it may be used to provide the linkage. The first iteration of the 2110
loop will identify the other health plan, and the second iteration of the 2110 loop will
identify the member. These inefficiencies have been addressed in the structure of the
005010X279 which allows for the repetition of the 2120 NM1 segment (one for the other
health plan and one for the member) without the need for the REF linkage needed in
004010X092A1. For more information on this topic please refer to ASC X12's HIPAA
Implementation Guide Interpretation Requests (HIRs) 750 and 751",

2.2.11 Search Options

The 004010X092A1 Implementation Guide only requires health plans support one
search option, requiring the Member ID, the Patient’'s First Name, Last Name and Date
of Birth. While many health plans offer alternate search options, they vary from health
plan to health plan. This section outlines three additional search options that health
plans are required to support. The 005010X279 Implementation Guide requires new
additional search options when the Member ID is available and an additional
recommended search option when the Member ID is not available. Linxus has
determined to require the support of the search options required in 005010X279 as well
as the recommended search option when the Member ID is not available.

2.2.11.1 Alternative ID System Logic — No Member ID Available

Oftentimes patients present in the Emergency department and at other medical offices
without proper health insurance coverage information. Of particular concern on behalf of
providers and health plans are instances when the Eligibility transaction is conducted
and the patient does not know his/her member identification number. This may be the
result of being unconscious or another condition that prevents communication to front-
end provider staff of the patient’s insurance information. Many payers will not send a
useful response to a 270 request without a valid Member ID.

In addition, many Linxus members have participated in studies to quantify the effect on
members when this critical information is missing. The rate when the member ID is
missing can approach 10% of accounts, as measured by a recent study by the California
Healthcare Foundation (CHCF). The study showed that about 4-12% of patient accounts
are in flux when Member ID numbers are not available. Additionally, one large health
plan that does process a 270 request without a Member ID that participated in the study
found that 500,000 eligibility matches were made without a Member ID in one month,
which resulted in a significant number of avoided calls?.

Although it was difficult to consistently calculate the specific cost savings associated with
performing alternate searches when the Member ID number is missing, there is strong
evidence to suggest that alternate search logic would improve the validation rates of the

1 ASC X12'sHIR portal isfound on the internet at http://www.x12n.org/portal/
122007 CORE Phase || Patient Identification Study, December 13, 2007 Executive Summary
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270/271 and reduce re-work and phone calls that providers and health plans encounter
when the member ID is not known.

As part of these specifications, Linxus requires that system logic be built into health plan
eligibility systems that allows for a successful eligibility inquiry when only the first name,
last name and date of birth are available and that only one member is subsequently
identified. These items will be the fields necessary to conduct an Eligibility search in the
absence of the member’s identification number, although more information is always
better to ensure an accurate and successful 271 response.

221111 Required Response Information

If the health plan is able to locate a single individual that matches the first name, last
name and date of birth from the 270 request, the health plan is not required to return all
of the data identified in section 2.2, however the health plan is required to return at a
minimum the following:

1. The data required in section 2.2.1 [the active/inactive status for the person in
EBO1, Service Type Code 30 (Health Benefit Plan Coverage) in EBO3 and if a
specific name exists for the Health Plan, it is to be returned in EBO5].

The health plan coverage dates outlined in Section 2.2.2.2.1.

The Member ID number for the person unless the Member ID number is based

on a Social Security Number (SSN). If the Member ID number is SSN based,

returning the Member ID is at the discretion of the health plan.

4. If the Member ID is not returned as outlined in Section 2.2.11.1.1 item 3, a
2110C/D EB segment with EBO1 = U (Contact the Following Entity for Eligibility
or Benefit Information) and a customer support phone number in a corresponding
2120C/D PER segment.

wnN

2.211.1.2 Optional Response Information
The health plan may also return the following information at their discretion:

1. Address and other information that would help identify that the person in the
response is truly the person the provider is inquiring about.
2. Any information from the requirements of Section 2.2 not listed above.

2.211.1.3 Provider Requirements

When the provider utilizes a search option where the Member ID number is not sent in
the 270 as outlined in Section 2.2.11.1, the provider must carefully review the
information returned about the person in the 271 and compare it to the information they
have available (such as demographic and address information) to ensure that the person
is the correct person before using the information for subsequent transactions.

If the information received does clearly identify the correct person and the Member ID
was returned, the provider can send in a second request with the Member ID number to
get any of the detailed information identified in Section 2.2. If the Member ID was not
returned, the provider will have to contact the health plan at the telephone number
provided in the 271 response.
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2.2.11.2 Alternative ID System Logic — Member ID Available

Another issue that providers face is having demographic information on a patient that
differs from what the health plan has on file, even though the member ID is available.
For example, a patient may refer to themselves as Bob; however the health plan has
them listed as Robert. If a health plan requires a 100% match on the first name, even
though the Member ID, Last Name and Date of Birth match a patient in their system,
they may reject the transaction under their current logic. The same situation arises when
there is a typographical error made on the patient’s Date of Birth (regardless of who
made the error). The X12N 005010X279 Implementation Guide outlines several
Required Alternate Search Options to address mismatched data and Linxus requires
their support by health plans. Both of these search options require the Member ID and
are designed to pinpoint the correct patient in the event that there are mismatches in
data. The first search option contains the Member ID, the Patient’s Last Name and the
Patient’s Date of Birth. The second search option contains the Member ID, the Patient’s
Last Name and the Patient’s First Name.

2.2.11.2.1 Member ID, Patient’s Last Name and Patient’s Date of Birth Search Option

When the Patient is the Subscriber®, the health plan must support a search option that
contains only the Member ID, the Patient’s Last Name and the Patient’s Date of Birth in
the 2100C loop and cannot require any additional information. If there is a single match
in the health plan’s system for the person, the health plan is required to respond as
required in the other sections of this document. If there are duplicate matches in the
health plan’s system, the health plan is required to respond with a rejection containing a
2100C AAA segment with AAAO3 = 73 (Invalid/Missing Subscriber/Insured Name).

When the Patient is a Dependent™, the health plan must support a search option that
contains only the Member ID in the 2100C loop, the Patient’s Last Name and the
Patient’s Date of Birth in the 2100D loop and cannot require any additional information. If
there is a single match in the health plan’s system for the person, the health plan must
respond as required in the other sections of this document. If there are duplicate
matches in the health plan’s system, the health plan is required to respond with a
rejection containing a 2100D AAA segment with AAA03 = 65 (Invalid/Missing Patient
Name).

2.2.11.2.2 Member ID, Patient’s Last Name and Patient’s First Name Search Option

When the Patient is the Subscriber'®, the health plan must support a search option that
contains only the Member ID, the Patient’s Last Name and the Patient’s First Name in
the 2100C loop and cannot require any additional information. If there is a single match
in the health plan’s system for the person, the health plan must respond as required in
the other sections of this document. If there are duplicate matches in the health plan’s
system, the health plan must respond with a rejection containing a 2100C AAA segment
with AAAO3 = 58 (Invalid/Missing Date of Birth).

13 See the X 12N 004010X 092 Implementation Guide for definition of Patient and Subscriber
14 See the X 12N 004010X 092 Implementation Guide for definition of Patient and Dependent
1> See the X 12N 004010X 092 Implementation Guide for definition of Patient and Subscriber
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When the Patient is a Dependent®, the health plan must support a search option that
contains only the Subscriber’'s Member ID in the 2100C loop, the Patient’s Last Name
and the Patient’s First Name in the 2100D loop and cannot require any additional
information. If there is a single match in the health plan’s system for the person, the
health plan is required to respond as required in the other sections of this document. If
there are duplicate matches in the health plan’s system, the health plan is required to
respond with a rejection containing a 2100D AAA segment with AAAO3 = 58
(Invalid/Missing Date of Birth).

2.2.12 Benefit Limitation Information

Often as a feature of health care insurance coverage policies, plans set limits on the
number of visits, or the periodicity of visits that are covered.

Examples:

EB*F**Q8***23***\/S*40~
Limitations Professional (Physician) Visit — Office, 40 visits per calendar year

EB*F**AE~
HSD*VS*1*WK*1

Limitations one physical therapy session per week

In addition, some health plan policies set parameters around coverage levels based on
dollar thresholds.

As an example, policies that state that 70% of costs are covered for visits until a $5000
benefit limit is met is one sort of benefit limitation.

Examples:

EB*A**98*****.3~
Co-insurance Professional (Physician) Visit — Office, 30%

EB*G**98****5000~
Out of Pocket (Stop Loss) Professional (Physician) Visit — Office, $5000

These are just some of the limitation types that can be in operation for insurance
policies, but others currently exist in the marketplace. Providers report that it is difficult to
discern on the 271 response when a member’'s plan has benefit limitations, and what
thresholds or dollar limits are applicable as a result. This information is necessary for
providers to counsel patients about any out-of-pocket costs that may be incurred.

Health Plans are attempting to return this information in 271 responses. The difficulty for
providers is that benefit limitation and exclusion information by Service Type are not
consistently defined across health plans or returned for all service type codes. The result

16 See the X 12N 004010X 092 Implementation Guide for definition of Patient and Dependent
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is that providers continue to rely on phone calls to reconcile what is on electronic 271
responses with actual coverage exceptions in members’ plans. Often it is difficult to
understand what benefit types are included or excluded in the 271 response. Several
STC are discretionary while many others are mandatory per industry practice. When this
occurs, providers report difficulty in understanding what is communicated in the 271
response. This is addressed in the Service Type Code area (Section 2.2.5) by specifying
that only the STC being queried should be returned.

Additionally, providers report that “free text” fields used by health plans (in the MSG
segment) to supply more detailed benefit limitation information does not always appear
to the end-user on hospital IT systems. It is more useful to codify this unstructured
information by using specific fields in a standardized way across health plans. The
004010X92 and 005010X279 Implementation Guides prohibit returning information in
the MSG segment when that information can be codified in existing data elements in the
271 transaction.

An important distinction is being made in this section between benefit limitation and
benefit exclusion information. Limitations are often specific to the group policy and
indicate areas where benefits exist and areas/dollar amounts where benefits do not exist
beyond a specified limit or number of visits. Exclusions are often broader categories of
specific types of services that are not covered for reimbursement by health
plan/company guidelines (e.g., elective cosmetic surgery or acupuncture). Health plans
have very specific policies that certain categories are excluded from coverage and are
not subject to benefit limitations. These blanket policies are not addressed in this
specification and are more consistent with an organization’s corporate policy.

2.2.13 Absence of Data

Absence of data is not an indication that a benefit is or is not covered and if this specific
benefit information is needed, the provider will need to contact the health plan directly.

2.3 Data Overview / Architecture

The following is a description of data elements, loops and locations that correspond to
the business use and implementation described in the sections above. What follows is
by no means a complete 270 / 271 transaction, but instead provides technical guidance
and the data architectural elements necessary to implement the specifications above
according to the ASC X12N 270/271 (004010X092A1) National Electronic Data
Interchange Transaction Set Implementation Guide for Health Care Eligibility Benefit
Inquiry and Response.
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Segment Segment | Loop Description Reference Data Name Notes
Name ID Designator Element
SUBSCRIBER LEVEL INFOMRATION
Subscriber | DTP 2110C | Date or Time | DTPO1 374 Date/Time | Coding should
Date or Period Qualifier reflect that only the
effective  date of
health plan coverage
actually in operation
be returned.
(Section 2.2.2.2.1)
Subscriber | DTP 2110C | Date or Time | DTPO2 1250 Date Time | Code D8 or RD8
Date or Period Period
Format
Qualifier
Subscriber | DTP 2110C | Date or Time | DTPO3 1251 Date Time | See section 2.2.2.2.1 above;
Date or Period Period Also refer to the 4010
Implementation Guide which
states. “Use this date for the
date(s) as qualified by the
preceding data elements.”
Subscriber | EB 2110C | Eligibility or | EBO1 1390 Eligibility or | Values 1 - 8 (See Section 2.2.1)
Eligibility or Benefit Benefit A — Co-lnsurance (See
Benefit Information Information | Sections 2.2.3.3 and 2.2.7)
Information B — Co-Payment (See Sections
2.2.3.3and 2.2.4)
C - Deductible (See Sections
2.2.3.3and 2.2.5)
F — Limitations (See Sections
2.2.8 and 2.2.12)
G - Out of Pocket (Stop Loss)
(See Section 2.2.12)
R — Other or Additional Payer
(See Section 2.2.10)
U — Contact Following Entity for
Eligibility or Benefit Information
(See Section 2.2.11.1.1 item 4)
Y — Spend Down (See Section
2.2.6)
Subscriber | EB 2110C | Eligibility or | EBO3 1365 Service See Sections 2.2.1., 2.2.2.2.2,
Eligibility or Benefit Type Code | 2.2.3,2.2.4,2.25, 2.2.6, 2.2.7,
Benefit Information 221111 and 2212 for
Information detailed Service Type Codes)
Subscriber | EB 2110C | Eligibility or | EBO5 1204 Plan Both 004010X092 and
Eligibility or Benefit Coverage 005010X279 identify this
Benefit Information Description | element to be used only for the
Information specific product name of an
insurance plan.
See Section 2.2.1
Subscriber | EB 2110C | Eligibility or | EBO6 615 Time See Sections 2.2.2.2.3,
Eligibility or Benefit Period 2.2.2.2.4 and 2.2.9 for detailed
Benefit Information Qualifier use of the following codes:
Information 22 — Service Year,

23 — Contract Year
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Segment Segment | Loop Description Reference Data Name Notes
Name ID Designator Element
See Sections 2.2.5.1, 2.2.5.2,
2.2.6.1, 2.2.6.2 and 2.2.9 for
detailed use of the following
code:
29 — Remaining
See Section 2.2.8 for use of the
following codes:
32 — Lifetime
33 — Lifetime Remaining
Subscriber | EB 2110C | Eligibility or | EBO7 782 Monetary See sections 2.2.4, 2.2.5.1,
Eligibility or Benefit Amount 2,252, 2261, 2.26.2 and
Benefit Information (Industry 2.2.8 above; Also refer to the
Information Name: 4010 Implementation Guide
Benefit which states. “Use if eligibility or
Amount) benefit must be qualified by a
monetary amount; e.g.
deductible, co-payment.”
Subscriber | EB 2110C | Eligibility or | EBO8 954 Percent See section 2.2.7
Eligibility or Benefit (Industry
Benefit Information Name:
Information Benefit
Percent)
Subscriber | EB 2110C | Eligibility or | EB0O9 673 Quantity See sections 2.2.8 and 2.2.9
Eligibility or Benefit Qualifier above; Also refer to the 4010
Benefit Information Implementation Guide which
Information states. “Use this code to identify
the type of units that are being
conveyed in the following data
element EB10.”
Subscriber | EB 2110C | Eligibility or | EB10 380 Quantity See sections 2.2.8 and 2.2.9
Eligibility or Benefit (Industry above; Also refer to the 4010
Benefit Information Name Implementation Guide which
Information Benefit states. “Use this number for the
Quantity) quantity value as quantified by
the preceding data element
(EB09).”
Subscriber | EB 2110C | Eligibility or | EB12 1073 Yes/No Y =Yes
Eligibility or Benefit Condition N =No
Benefit Information or See Section 2.2.5.3
Information Response
Code
(Industry
Name: In
Plan
Network
Indicator)
Health HSD 2110C | Health Care | HSDO1 673 Quantity See section 2.2.12 above;
Care Services Qualifier
Services Delivery
Delivery
Health HSD 2110C | Health Care | HSDO02 380 Quantity See section 2.2.12 above;
Care Services
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Segment Segment | Loop Description Reference Data Name Notes
Name ID Designator Element
Services Delivery
Delivery
Health HSD 2110C | Health Care | HSDO3 355 Unit or | See section 2.2.12 above;
Care Services Basis  for
Services Delivery Measurem
Delivery ent Code
Loop LS 2110C | Loop Header | LS01 447 Loop 2120 (See Section 2.2.10 and
Header Identifier 2.2.11.1.1)

Code
Subscriber | NM1 2120C | Benefit NM101 98 Entity ID | PR — Payer (See Section 2.2.10
Benefit Related Code and 2.2.11.1.1)
Related Entity Name PRP — Primary Payer
Entity SEP - Secondary Payer
Name TTP — Tertiary Payer

(See Section 2.2.10)

Subscriber | NM1 2120C | Benefit NM102 1065 Entity Type | 1 — Person
Benefit Related Qualifier 2 — Non-Person Entity
Related Entity Name
Entity
Name
Subscriber | NM1 2120C | Benefit NM103 1035 Name Last | Name of Health Plan (See
Benefit Related or Section 2.2.10 and 2.2.111.1)
Related Entity Name Organizatio
Entity n Name
Name (Industry

Name:

Benefit

Related

Entity Last

or

Organizatio

n Name)
Subscriber | PER 2120C | Benefit Entity | PERO1 366 Contact IC — Information Contact (See
Benefit Related Function Section 2.2.11.1.1 item 4)
Entity Contact Code
Related Information
Contact
Information
Subscriber | PER 2120C | Benefit Entity | PERO3 365 Contact TE — Telephone (See Section
Benefit Related Number 2.2.11.1.1 item 4)
Entity Contact Qualifier
Related Information
Contact
Information
Subscriber | PER 2120C | Benefit Entity | PER04 364 Communic | The telephone number to
Benefit Related ation contact the health plan (See
Entity Contact Number Section 2.2.11.1.1 item 4)
Related Information (Industry
Contact Name:
Information Benefit

Related
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Segment Segment | Loop Description Reference Data Name Notes
Name ID Designator Element
Entity
Communic
ation
Number)
Loop LE 2110C | Loop Trailer LEO1 447 Loop 2120
Trailer Identifier
Code
DEPENDENT LEVEL INFORMATION
Dependent | DTP 2100D | Date or Time | DTPO1 374 Date/Time | Coding should reflect that only
Date or Period Qualifier the effective date of health plan
coverage actually in operation
be returned. (Section 2.2.2.2.1)
Dependent | DTP 2100D | Date or Time | DTPO2 1250 Date Time | Code RD8
Date or Period Period
Format
Qualifier
Dependent | DTP 2100D | Date or Time | DTPO3 1251 Date Time | See section 2.2.2.2.1 above;
Date or Period Period Also refer to the 4010
Implementation Guide which
states. “Use this date for the
date(s) as qualified by the
preceding data elements.”
Dependent | EB 2110D | Eligibility or | EBO1 1390 Eligibility or | A — Co-Insurance (See Section
Eligibility or Benefit Benefit 2.2.1)
Benefit Information Information | B — Co-Payment (See Sections
Information 2.2.3.3and 2.2.7))
C - Deductible (See Sections
2.2.3.3and 2.2.5)
F — Limitations (See Sections
2.2.8 and 2.2.12)
G - Out of Pocket (Stop Loss)
(See Section 2.2.12)
R — Other or Additional Payer
(See Section 2.2.10)
U — Contact Following Entity for
Eligibility or Benefit Information
(See Section 2.2.11.1.1 item 4)
Y — Spend Down (See Section
2.2.6)
Dependent | EB 2110D | Eligibility or | EBO3 1365 Service See Sections 2.2.1., 2.2.2.2.2,
Eligibility or Benefit Type Code | 2.2.3,2.2.4,2.2.5, 2.2.6, 2.2.7,
Benefit Information 221111 and 2212 for
Information detailed Service Type Codes)
Dependent | EB 2110C | Eligibility or | EBO5 1204 Plan Both 004010X092 and
Eligibility or Benefit Coverage 005010X279 identify this
Benefit Information Description | element to be used only for the
Information specific product name of an
insurance plan.
See Section 2.2.1
Dependent | EB 2110C | Eligibility or | EBO6 615 Time See Sections 2.2.2.2.3,
Eligibility or Benefit Period 2.2.2.2.4 and 2.2.9 for detailed
Benefit Information Qualifier use of the following codes:
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Segment Segment | Loop Description Reference Data Name Notes
Name ID Designator Element
Information 22 — Service Year,
23 — Contract Year
See Sections 2.2.5.1, 2.2.5.2,
2.2.6.1, 2.2.6.2 and 2.2.9 for
detailed use of the following
code:
29 — Remaining
See Section 2.2.8 for use of the
following codes:
32 — Lifetime
33 — Lifetime Remaining
Dependent | EB 2110D | Eligibility or | EBO7 782 Monetary See sections 2.2.4, 2.2.5.1,
Eligibility or Benefit Amount 2,252, 2261, 2.26.2 and
Benefit Information 2.2.8 above; Also refer to the
Information 4010 Implementation Guide
which states. “Use if eligibility or
benefit must be qualified by a
monetary amount; e.g.
deductible, co-payment.”
Dependent | EB 2110D | Eligibility or | EBO8 954 Percent See section 2.2.7
Eligibility or Benefit (Industry
Benefit Information Name:
Information Benefit
Percent)
Dependent | EB 2110D | Eligibility or | EBO9 673 Quantity See sections 2.2.8 and 2.2.9
Eligibility or Benefit Qualifier above; Also refer to the 4010
Benefit Information Implementation Guide which
Information states. “Use this code to identify
the type of units that are being
conveyed in the following data
element EB10
Dependent | EB 2110D | Eligibility or | EB10 380 Quantity See sections 2.2.8 and 2.2.9
Eligibility or Benefit above; Also refer to the 4010
Benefit Information Implementation Guide which
Information states. “Use this number for the
quantity value as quantified by
the preceding data element
(EB09).”
Dependent | EB 2110D | Eligibility or | EB12 1073 Yes/No Y =Yes
Eligibility or Benefit Condition N =No
Benefit Information or See Section 2.2.5.3
Information Response
Code
(Industry
Name: In
Plan
Network
Indicator)
Health HSD 2110D | Health Care | HSDO1 673 Quantity See section 2.2.12 above;
Care Services Qualifier
Services Delivery
Delivery
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Segment Segment | Loop Description Reference Data Name Notes
Name ID Designator Element
Health HSD 2110D | Health Care | HSDO02 380 Quantity See section 2.2.12 above;
Care Services
Services Delivery
Delivery
Health HSD 2110D | Health Care | HSDO03 355 Unit or | See section 2.2.12 above;
Care Services Basis  for
Services Delivery Measurem
Delivery ent Code
Loop LS 2110D | Loop Header | LS01 447 Loop 2120 (See Section 2.2.10 and
Header Identifier 2.2.11.1.1)

Code
Dependent | NM1 2120D | Benefit NM101 98 Entity ID | PR — Payer (See Section 2.2.10
Benefit Related Code and 2.2.11.1.1)
Related Entity Name PRP — Primary Payer
Entity SEP - Secondary Payer
Name TTP — Tertiary Payer

(See Section 2.2.10)

Dependent | NM1 2120D | Benefit NM102 1065 Entity Type | 1 — Person
Benefit Related Qualifier 2 — Non-Person Entity
Related Entity Name
Entity
Name
Dependent | NM1 2120D | Benefit NM103 1035 Name Last | Name of Health Plan (See
Benefit Related or Section 2.2.10 and 2.2.111.1)
Related Entity Name Organizatio
Entity n Name
Name (Industry

Name:

Benefit

Related

Entity Last

or

Organizatio

n Name)
Dependent | PER 2120D | Benefit Entity | PERO1 366 Contact IC — Information Contact (See
Benefit Related Function Section 2.2.11.1.1 item 4)
Entity Contact Code
Related Information
Contact
Information
Dependent | PER 2120D | Benefit Entity | PERO3 365 Contact TE — Telephone (See Section
Benefit Related Number 2.2.11.1.1 item 4)
Entity Contact Qualifier
Related Information
Contact
Information
Dependent | PER 2120D | Benefit Entity | PER04 364 Communic | The telephone number to
Benefit Related ation contact the health plan (See
Entity Contact Number Section 2.2.11.1.1 item 4)
Related Information (Industry
Contact Name:
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Segment Segment | Loop Description Reference Data Name Notes
Name ID Designator Element
Information Benefit
Related
Entity
Communic
ation
Number)
Loop LE 2110D | Loop Trailer LEO1 447 Loop 2120
Trailer Identifier
Code
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Section 3 | Health Care Claim Status Request and
Response (276/277): Transaction Business and Technical
Specifications

3.1 Business Use

The Health Care Claim Status Request and Response (276/277) transaction
allows a provider to inquire on the status of a submitted claim in a health plan’s
adjudication system. The 276/277 “implementation guide addresses the paired
usage of the 276 as a request for claim status and the 277 as a response to that
request.”’

The Claim Status response (277) is not intended to provide final adjudication
details; the Claim Payment/Advice transaction (835) is used for that business
purpose (see Section 4). However, some remittance advice data are reflected in
the 2200 STC on the 277 response from a health plan, which provides a useful link
between the finalized claim and the remittance advice on which it was reported.®
Exhibit 1 provides a helpful view of these two transactions.

Exhibit 1 General ASC X12 Health Care Claim Information Flow

Reference: ASC X12N/005010X212

Authorized entities that submit claims can use the 276 as a means to track a
specific claim’s current status throughout the adjudication process. The health plan
uses a 277 response to transmit the current status within the adjudication process

" National Electronic Data Interchange Transaction Set Implementation Guide Health Care Claim Status
Request and Response 276/277 ASC X12N 276/277 (004010X93) (Bellevue, WA: Washington Publishing
Company, 2000), p. 11.

8 ASC X12N/005010X212 ASC X12 Standards for Electronic Data Interchange Technical Report Type 3
Health Care Claim Status Request and Response (276/277)

page 34 of 113



to the requester. Examples of status locations within the health plan’s adjudication
process may include:

pre-adjudication (accepted/rejected claim status)

claim pended for incorrect or incomplete information

claim pended for internal review within adjudication process

claim pended for additional information from the provider or patient

finalized claims (approved pre-payment, approved post-payment, rejected,
or denied)

The 276/277 transaction set is most effective when: (1) the health plan can locate
the claim that is being queried; (2) the provider can understand and rely upon the
claim status response to take action, if necessary.

A 276/277 transaction can be conducted in either real time or batch mode. Linxus
health plans and providers will support real-time inquiries and responses in
accordance with the Linxus MOU (see Annex A).

3.2 Implementation Specifications

Linxus members have focused on the two parts of a Health Care Claim Status
Request and Response transaction and developed Implementation Specifications
to standardize both inbound requests and returned responses. These
specifications are intended to help providers format inquiries so that health plans
can identify claims accurately and also give health plans guidance on using the
transaction Code Sets so that providers can develop automated worklists
populated with actionable data.

These specifications are based on the ASC X12N 276/277 (004010X093) National
Electronic Data Interchange Transaction Set Implementation Guide for Health
Care Claim Status Request and Response and the ASC X12N Addenda to Health
Care Claim Status Request and Response (004010X093A1).

3.21 Specification #1: Primary Search Data Elements (Patient =
Subscriber)

The 276 transaction can be simply described as a database search of a health
plan’s system for status of a submitted claim. To ensure a match will be made,
Linxus members will use four primary data elements (“Primary Search”) to process
and issue a 277 response.

The following data fields are required by Linxus health plans to conduct a search
and provide a 277 response:

1) Provider ID (NPI — National Provider Identifier)
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2) Subscriber Identifier (member ID#)
3) Subscriber Date of Birth
4) Subscriber Date(s) of Service

3.2.2 Specification #2: Primary Search Data Elements (Patient =
Dependent)

To further ensure matches are made in these database searches, 276s sent by
the provider will need to distinguish between claims that are for a policy holder
versus a dependent of the policy holder. Similar, but technically distinct, fields in
the transaction must be used properly.

The ability to distinguish between claims submitted on behalf of the subscriber
versus a dependent is important because current health plan business practices
differ for enumerating the subscriber identification number.  This number
sometimes referred to as a Member ID, can be uniform for dependents of health
insurance policy holders, or separate identification numbers can be used for
spouses or dependent children. This means proper transaction formatting is
critical.

Primary search fields for claims when the patient is a dependent of the
policyholder include:

1) Provider ID (NPI)

2) Subscriber Identifier (member ID#)
3) Dependent Date of Birth

4) Dependent Date(s) of Service

3.2.3 Specification #3: Consistent Use of Category, Status, and Entity
Codes to Provide Comprehensive Explanations for the Most Frequent
Pended Claim Situations

Linxus conducted extensive analysis of the most frequent pended claim situations
(using an 80/20 rule), and then identified a standardized list of commonly occurring
Category, Status, and Entity Codes combinations. Note: Annex B describes these
specific Code groupings (Category, Status, and Entity Codes) so that providers
can establish worklists according to common “Business Scenarios” (see
Section 5.2).

3.2.4 Specification #4: Consistent Use of Category, Status, and Entity
Codes to Provide Consistent Explanation of Claim Error, and “Claim
not Found” Situations
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The experience of the Linxus Provider members has shown that inefficiencies may
exist because the 276 Claim Status Inquiry can occasionally result in responses
whereby the 277 response states that the claim was not found or that the health
plan’s processing failed for some reason (e.g. system failure to complete request,
276 search data missing or invalid etc.). Linxus has attempted to standardize the
response messages in these situations by working backwards. Specifically, we
have defined the recommended messaging to which all health plans should
consistently cross-walk in their 277 responses when claims are either not found or
there was a problem in processing the request. The group’s recommendations are
oriented around the four required Primary search fields: 1) Provider ID (NPI); 2)
Subscriber Identifier (member ID#); 3) Dependent Date of Birth; 4) Dependent
Date(s) of Service (see list below), for each scenario (e.g. missing or invalid data,
match not found, and claim not found).

The Linxus workgroup had much discussion with respect to the definitions of the
error codes themselves (summary results shown below).

Error Code Definitions and Usage:
EOQ -Error Code Definition: Response not possible - error on submitted
request data.

EO Code Usage: Linxus members have agreed unanimously to use EO
category codes when health plans need to communicate and report back to
the provider when data submitted on the inquiry (i.e. dates of service,
member date of birth, member ID, etc) could not be validated, and the claim
search system routine was not completed, or was stopped prior to
searching for the specific claim (e.g. 276 has a 10 digit member ID, when
the plan’s format is nine digits). In order for the inquiry to result in a valid
response the data must be corrected by the Provider and resubmitted.
These error situations can be addressed by the provider by resubmitting the
request with corrected data. Note: While some health plan systems may
have routines which correct or modify the data submitted on a 276 inquiry
(e.g. correct transposed characters, elimination of hyphens etc.), providers
should make the best effort to send correct data so that the claim search
algorithm can be completed.

E1 Response not possible - System Status; E2 Information Holder is not
responding; resubmit at a later time.

E1l / E2 Code Usage: Linxus members have agreed unanimously to use
E1/E2 category codes when health plans need to communicate and report
back a technical error in the searching algorithm to the provider. E1/E2
category codes are different than an EO code, because data in the inquiry
was validated by the health plan, a claim level search was initiated, but for
some technical reason, a system error occurs where a final response could
not be generated.
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Claim Not Found Definitions:

A4 Code Definition. A4 —  Acknowledgement/Not
claim/encounter can not be found in the adjudication system.

Found-The

A4 Code Usage: Linxus members have agreed unanimously to use A4
category codes when health plans need to communicate and report back a
failure to match the specified claim inquired on by the provider. A4
category codes are different than EO/E1/E2 codes, because A4 indicates
that the health plan’s search algorithm completed with validated data in the
inquiry, but no claim is on file. These situations that indicate the Claim is not
on file may indicate that the provider should resubmit the Claim.

DO Code Definition: DO - Entity not found - change search criteria

DO Code Usage: Linxus members have agreed unanimously to use DO
category codes when health plans need to communicate and report back a
failure to match the specified claim inquired on by the provider. DO
category codes are different than A4 codes, because A4 indicates that the
health plan’s search algorithm completed with validated data in the inquiry,
but no claim is on file, while the DO messages refer to situations where one
of the four data elements did not match a claim that could possibly be a
match. These situations indicate the Claim may be on file and the provider
should seek further explanation on the 277 response correct the data and
resubmit the 276 request.

277 Response Recommended Category, Status, and Entity Code
Combinations for various “error” situations:
EO DO A4

EO Code Usage: Indicates
that there is missing or
invalid data sent on 276

DO Code Usage: Indicates that
data is sufficient on Claim
Status Inquiry, but the data

A4 Code Usage: Indicates that
data is sufficient on Claim
Status Inquiry, but the claim is

Claim  Status Inquiry. | does not match not found
Provider should correct
and resubmit.
Member ID
Subscriber 153 IL 26 IL 26 IL
Dependent 153 QC 26 QC 26 QC
Member DOB
Subscriber 158 IL 26 IL 26 IL
Dependent 158 QC 26 QC 26 QC
Provider ID 562 1P 26 1P 26 1P
Dates of Service 187 Not Applicable: A4 187, is | 187 -

appropriate coding for this
situation
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3.3 Data Overview/Architecture

3.3.1 Primary Search (when the patient is the subscriber)
276 276 Usage of Segment | Linxus Consensus Standard
Loop* Segment* or Element Name | Implementation Specification
2100C NM109 Identification Code: | The Linxus Workgroup achieved
Provider Identifier unanimous consensus that Provider
(NPI) Identifier (NPI) should be a Primary
Search field.
2000D DMGO02 Date Time Period: The Linxus Claim Status Workgroup
Subscriber Date of | achieved unanimous consensus that
Birth Date of Birth should be a primary search
field for the Claim Status transaction.
2100D NM109 Identification Code: | The Linxus Claim Status Workgroup
Subscriber achieved unanimous consensus that the
Identifier Subscriber Identifier should be a primary
search field for the Claim Status
transaction.
These data can be mapped from the
2010BA loop, NM109 element of the 837
claim file.
2200D DTP Claim Service The Linxus Claim Status Workgroup
Date: achieved unanimous consensus that the
Claim Date(s) of Claim Date(s) of Service should be a
Service primary search field for the Claim Status
transaction.

* -- Consult the ASC X12N 276/277 (004010X093) National Electronic Data Interchange
Transaction Set Implementation Guide for Health Care Claim Status Request and Response and
the ASC X12N Addenda to Health Care Claim Status Request and Response (004010X093A1) for
additional important information.

3.3.2 Primary Search (when the patient is the dependent)
276 276 Segment* Segment or Element | Linxus Consensus Standard
Loop* Name Implementation Specification
2100C NM109 Identification Code: The Linxus Workgroup achieved

unanimous consensus that
Provider Identifier (NPI) should be
a Primary Search field.

Provider ldentifier
(NPI)
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2100D NM109 Identification Code: The Linxus Workgroup achieved
Subscriber Identifier unanimous consensus that
Subscriber Identifier (Identification
Code) should be a Primary Search
field.
These data can be mapped from
the 2010BA loop, NM109 element
of the 837 claim file.
2000E DMGO02 Date Time Period: The Linxus Workgroup achieved
Subscriber Date of unanimous consensus that
Birth Dependent/Patient Date of Birth
should be a Primary Search field.
2200E DTP Claim Service Date: The Linxus Workgroup achieved
Claim Date(s) of unanimous consensus that Claim
Service Date(s) of Service should be a
primary search field.

* -- Consult the ASC X12N 276/277 (004010X093) National Electronic Data Interchange
Transaction Set Implementation Guide for Health Care Claim Status Request and Response and
the ASC X12N Addenda to Health Care Claim Status Request and Response (004010X093A1) for
additional important information.

3.3.3 Mapping of Category and Status Codes

The following information relates to Category and Status Codes when the patient
is the subscriber.

277 Loop* 277 Segment* Segment or Element | Linxus Consensus
Name Standard
Implementation
Specification
Claim Level
2200D Data Element STCO01-1 Industry Code The Linxus Workgroup

achieved unanimous
consensus that the health
care claim status
category codes as
specified in Version 1 of
the Linxus Minimum
Code set should be
returned in the 277
transaction.

(Health Care Claim
Status Category
Code)

See Linxus Minimum
Code Sets (Annex B).

2200D Data Element STC01-02

Industry Code
(Health Care Claim
Status Code)

The Linxus Workgroup
achieved unanimous
consensus that the health
care claim status codes
as specified in Version 1
of the Linxus Minimum
Code set should be
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returned in the 277
transaction.

See Linxus Minimum
Code Sets (Annex B).

2200D

Data Element STC01-03

Entity Identifier Code

The Linxus Workgroup
achieved unanimous
consensus that the health
care claim status Entity
Identifier codes should be
returned in the 277
transaction whenever the
STCO01-2 Claim Status
Codes references an
“entity”, making the
information necessary to
understanding the actual
status message.

See Linxus Minimum
Code Sets (Annex B).

Service Line Level

2220D

Data Element STCO01-1

Industry Code
(Health Care Claim
Status Category
Code)

The Linxus Workgroup
achieved unanimous
consensus that the health
care claim status
category codes as
specified in Version 1 of
the Linxus Minimum
Code set should be
returned in the 277
transaction.

See Linxus Minimum
Code Sets (Annex B).

2200D

Data Element STC01-02

Industry Code
(Health Care Claim
Status Code)

The Linxus Workgroup
achieved unanimous
consensus that the health
care claim status codes
as specified in Version 1
of the Linxus Minimum
Code set should be
returned in the 277
transaction.

See Linxus Minimum
Code Sets (Annex B).

2220D

Data Element STC01-03

Entity Identifier Code

The Linxus Workgroup
achieved unanimous
consensus that the health
care claim status Entity
Identifier codes should be
returned in the 277
transaction whenever the
STCO01-2 Claim Status
Codes references an
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“entity”, making the
information necessary to
understanding the actual
status message.

See Linxus Minimum
Code Sets (Annex B).

* -- Consult the ASC X12N 276/277 (004010X093) National Electronic Data Interchange
Transaction Set Implementation Guide for Health Care Claim Status Request and Response and
the ASC X12N Addenda to Health Care Claim Status Request and Response (004010X093A1) for
additional important information.

The following information relates to Category and Status Codes when the patient
is the dependent.

277 277 Segment* Segment or Element | Linxus Consensus
Loop* Name Standard
Implementation
Specification

Claim Level
2200E | STCO1-1 Industry Code The Linxus Workgroup
(Health Care Claim achieved unanimous
Status Category consensus that the health
Code) care claim status
category codes as
specified in Version 1 of
the Linxus Minimum
Code set should be
returned in the 277
transaction.
See Linxus Minimum
Code Sets (Annex B).
2200D | Data Element STC01-02 Industry Code The Linxus Workgroup
(Health Care Claim achieved unanimous
Status Code) consensus that the health

care claim status codes
as specified in Version 1
of the Linxus Minimum
Code set should be
returned in the 277
transaction.

See Linxus Minimum
Code Sets (Annex B).

2200E | STCO01-03 Entity Identifier Code | The Linxus Workgroup
achieved unanimous
consensus that the health
care claim status Entity
Identifier codes should be
returned in the 277
transaction whenever the
STCO01-2 Claim Status
Codes references an
“entity”, making the
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information necessary to
understanding the actual
status message.

See Linxus Minimum
Code Sets (Annex B).

Service Line Level

2220E | STCO1-1 Industry Code The Linxus Workgroup
(Health Care Claim achieved unanimous
Status Category consensus that the health
Code) care claim status

category codes as
specified in Version 1 of
the Linxus Minimum
Code set should be
returned in the 277
transaction.

See Linxus Minimum
Code Sets (Annex B).

2200D | Data Element STC01-02 Industry Code The Linxus Workgroup
(Health Care Claim achieved unanimous
Status Code) consensus that the health

care claim status codes
as specified in Version 1
of the Linxus Minimum
Code set should be
returned in the 277
transaction.

See Linxus Minimum
Code Sets (Annex B).

2220E | STCO01-03 Entity Identifier Code | The Linxus Workgroup
achieved unanimous
consensus that the health
care claim status Entity
Identifier codes should be
returned in the 277
transaction whenever the
STCO01-2 Claim Status
Codes references an
“entity”, making the
information necessary to
understanding the actual
status message.

See Linxus Minimum
Code Sets (Annex B).

* -- Consult the ASC X12N 276/277 (004010X093) National Electronic Data Interchange
Transaction Set Implementation Guide for Health Care Claim Status Request and Response and
the ASC X12N Addenda to Health Care Claim Status Request and Response (004010X093A1) for
additional important information.
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Section 4 | Health Care Claim Payment/Advice (835):
Transaction Business and Technical Specifications

4.1 Business Use

The Health Care Claim Payment/Advice (835) transaction provides final
adjudication details of a specified claim. This transaction is used to meet the
particular needs of the health care industry by providing information about the
transfer of funds from health plans to providers, remittance advice information and
explanation of benefits (EOBS).

The 835 is critical in that it completes the billing and payment process for service
rendered to the patient and describes any payments received (if eligible).
Providers use this 835 information to process payments, make adjustments to the
patient’s accounts, identify patient and/or secondary liabilities, and determine if
follow up activities are necessary. Data on the 835 is used, for example, to
reconcile that payment amounts received correlate to contractually obligated
amounts for the provision of care.

4.2 Implementation Specifications

Linxus members analyzed current business practices around claim adjudications,
and developed Implementation Specifications to standardize how paid, denied and
adjusted claim remittance information is codified by health plans. The purpose of
this specification is to give health plans guidance on using the HIPAA-related
transaction Code Sets (reason and remark codes) consistently, so that providers
can develop system logic for auto-posting finalized claims, as well as automating
worklists for payment reconciliations.

These specifications are based on the ASC X12N 835 (004010X091) National
Electronic Data Interchange Transaction Set Implementation Guide for Health
Care Claim Payment/Advice and the ASC X12N Addenda to Health Care Claim
Payment/Advice (004010X091A1).

42.1 Specification #1: Consistent Use of Claim Adjustment Reason
Codes (CARC) and Remittance Advice Remark Codes (RARC) to
Provide Comprehensive Explanations of the Most Frequent
Payment Scenarios

Linxus conducted extensive analysis of the most frequent 835 codes health plans
send to providers, and we identified a standardized list of Reason and Remark
Codes to which all health plans should consistently cross-walk to in their 835
transactions. Annex B describes these specific Code pairings so that providers
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can establish worklists according to common “Business Scenarios” (see Section
5.2).

4.2.2 Specification #2: New York State Surcharge Specifications:
Context and Background

Although this issue is limited to New York, it has been noted that surcharges are
an area in which many other states have either implemented, or may be
considering, similar surcharge programs as a means to subsidize the cost of care.
Therefore, the information exchanges relative to the 835 surcharge is of growing
importance nationally.

New York State passed regulations in 1997 that allowed Hospitals to negotiate
rates directly with health plans. As a result of this deregulation, two initiatives that
were previously funded needed to be accounted for: 1) GME (Graduate Medical
Education) and 2) Indigent Care (commonly referred to as Bad Debt and Charity
Pool). The first piece, GME, is paid monthly by health plans directly to the state
based on state generated formula referred to as the Covered Lives Tax
Assessment. Since this payment goes from each plan directly to the state, it does
not affect the interaction between the Linxus members and therefore falls outside
the scope of our group.

The second piece for Indigent Care, commonly referred to as the New York State
Surcharge, is the focus of the Linxus 835 Workgroup as it pertains directly to all
payments hospitals receive for both inpatient and outpatient care. Perhaps a
simplistic way to think of the NYS Surcharge is a tax. Every dollar that is paid to a
hospital is taxed at a rate of 8.95%. Health plans have an option to go through a
formal process whereby they are deemed "elected" and can therefore pay the
8.95% directly to the state pool. Although all Linxus health plans are “Elected”,
there is a possibility certain groups could be NON-ELECTED. Non-Elected plans
must pay the Hospital an additional tax of 24%, or 32.95%. Hospitals keep 2% of
the tax as an administration fee, and forward the balance to the state pool.

The Linxus Workgroup has developed scenarios to describe the types of
occurrences that are known presently in the marketplace on the 835. Each
scenario details differences in payment, either to the New York State pool
administrator or to a provider. To inform as to payments made or what, if any,
liability exists by patients, the following surcharge scenarios have been created:

Scenario #1. Refers to situations that occur when the patient does not
have a liability with respect to the New York State surcharge amount owed.
The health plan forwards the State the 8.95% surcharge.

Scenario #2: Refers to situations when the patient does not have a

liability with respect to the surcharge amount owed. In this scenario, the
health plan pays the Hospital the 8.95% surcharge as well as the 24%
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penalty, to equal 32.95%. (Note: This is for “Non-Elected” health plans and
should not occur, as all member health plans in Linxus are “Elected”.

Scenario #3: Refers to situations when the patient has no liability because
the health plan pays the patient’s portion of the surcharge liability to the
State directly. (Note: This is a common scenario in which the patient owes a
coinsurance amount to which the surcharge should be applied. However,
there are products sold today in which the health plan agrees to pay the
patient’s portion of the surcharge.)

Scenario #4: Refers to situations when the patient has some liability. The
health plan does not pay the patient’s portion of the surcharge. The patient
owes co-insurance as well as their respective portion of the surchargeable
amount.

Scenario #5: Refers to situations when the patient has some liability. The

health plan pays the patient’'s portion of the surcharge liability to the
hospital.
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4.3 Data Overview/Architecture

4.3.1 Mapping of Claim Adjustment Reason Codes and Remittance
Advice Remark Codes
835 835 Segment* Segment or Linxus Consensus Standard Implementation
Loop* Element Specification
Name
Claim Level
2100 CAS Claim The workgroup achieved unanimous consensus
Adjustment that the Claim Adjustment Reason Code as
Reason Code | specified in Version 1 of the Linxus Minimum
Code set should be returned in the transaction
and Linxus Specification.
See Linxus Minimum Code Sets (Annex B).
2100 MIA (Inpatient) Remark Code | The workgroup achieved unanimous consensus
that the Remittance Advice Remark Code as
MOA (Outpatient) specified in Version 1 of the Linxus Minimum
Code set should be returned in the transaction
and Linxus Specification.
Either MIA or MOA segments can appear, but
not both. The MIA segment is for inpatient
claims and the MOA segment is for outpatient
claims per the 835 Implementation Guide.
See Linxus Minimum Code Sets (Annex B).
Service Line Level
2110 LQ Claim The workgroup achieved unanimous consensus
Payment that the Remittance Advice Remark Code as
Remark Code | specified in Version 1 of the Linxus Minimum
Code set should be returned in the transaction
and Linxus Specification.
See Linxus Minimum Code Sets (Annex B).
2110 CAS Claim The workgroup achieved unanimous consensus
Adjustment that the Claim Adjustment Reason Code as

Reason Code

specified in Version 1 of the Linxus Minimum
Code set should be returned in the transaction
and Linxus Specification.

See Linxus Minimum Code Sets (Annex B).

-- Consult the ASC X12N ASC X12N 835 (004010X091) National Electronic Data
Interchange Transaction Set Implementation Guide for Health Care Claim Payment/Advice
and the ASC X12N Addenda to Health Care Claim Payment/Advice (004010X091A1).
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4.3.2 New York State Surcharge Data Overview and Architecture

Surcharge
Scenario
Description

Expected results

835 Information

Comments

Scenario #1:

Patient has NO
liability with respect
to surcharge amount
owed. Health plan
pays State the 8.95%
surcharge.

* Health plan pays
the hospital in full
(the allowable
contracted amount)
and sends the
surcharge monies
directly to the NYS
pool administrator.

Health Plan displays surcharge amount that was
paid to state on behalf of Plan as offsetting CAS
segment entries.

CAS segments shown
in the example indicate
the disallowed amount
of $136.74, and that
the provider should bill
the patient for the co-
pay amount of $50.
The indigent care tax
of $12.24 is reported
as paid to the provider
(137*-12.24) and then
withdrawn for payment
to the state
(137*12.24). The
provider can identify
that there is no money
to remit to the state by
the net 137 contractual
adjustment of $0.00.

Note: Per NYS law,
surcharge is not
applied to co-pay
dollar amounts.

* Provider bills
patient for co-pay
amount only.

The amount that health plan forwards to the
state is to be displayed in the CAS segment
(Group Code = CO (Contractual Obligation),
Reason Code =137)

CLPOS5 will identify the
patient responsibility as
$50 for the co-payment
amount.
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* No action for
provider concerning

EXAMPLE:

surcharge
accounting.
Surcharge Expected results | 835 Information Comments
Scenario
Description
Total charge $273.48, disallowed amount is
$136.74, member co-pay is $50.00 no other
patient liability, health plan pays $12.24 indigent
care tax to the state.
CAS*CO*45*136.74**137*12.24**137*-12.24~
Scenario 2: Scenario 2: Scenario 2: Scenario 2:

Patient has NO
liability with respect
to surcharge amount
owed. Health plan
pays Hospital the
8.95% surcharge as
well as 24% penalty,
to equal 32.95%.

* Health plan pays
the hospital in full
(the allowable
contracted amount)
as well as surcharge
monies (including
penalty).

Non-elected plans are increasing the reimbursed
dollar amount to the hospital in the amount of
surcharge and penalty.

CAS segments shown
in the example indicate
the disallowed amount
of $136.74, and that
the provider should bill
the patient for the co-
pay amount of $50.
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EXAMPLE:

Total charges = 273.48, health plans allows
$136.74, member co-pay of $50, no other
patient liability, health plan pays provider $45.06
to be applied toward surcharge pools.
CAS*CO*45*136.74**137*-45.06~
CAS*PR*3*50

The indigent care tax
of $45.06 for a non-
elected health plan is
reported as paid to the
provider (137*-42.06).
The provider can
identify this amount as
due to the state since
the net 137 contractual
adjustment is $42.06.

Surcharge
Scenario
Description

Expected results

835 Information

Comments

Note: This is for non-
elected health plans
and should not occur
as all Plans in Linxus
are Elected, however
since the election can
be group specific,
there could be a
situation where this
occurs.

* Provider bills
patient for co-pay
amount only.

CLPO5 will identify the
patient’s responsibility
as $50 for the co-
payment amount.
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Provider forwards
State pool
administrator its
portion of payment
less 2%
administrative fee.

Scenario 3:

Scenario 3:

Scenario 3:

Scenario 3:

Patient has NO
liability because
health plan pays
Patient® portion of
surcharge liability to
the State directly.

* Health plan pays
the hospital in full
(the allowable
contracted amount)
and sends the
surcharge monies
(including the
patient’s respective
portion) directly to
the NYS pool
administrator.

Health plan displays the health plan surcharge
amount portion to be paid to the state on behalf
of the Plan as offsetting CAS segment
adjustments under the CO group code. The
health plan also shows the patient’s surcharge
portion using offsetting adjustments using the
PR Group Code (Patient Responsibility). The
CAS segment with group code PR and reason

code 2 (coinsurance) show s the patient liability.

The state is getting
8.95% from the health
plan, which includes
the patient and health
plan portion and is
reflected in two CAS
segments. The CAS
with the CO group
code identifies the
health plan portion as
being paid to the state.
The CAS with the PR
group code identifies
the patient’s
coinsurance, and the
patient surcharge
portion as offsetting
adjustments indicating
that the health plan is
paying that portion as
well.
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Surcharge
Scenario
Description

Expected results

835 Information

Comments

Note: this is a
common scenario in
which the patient
owes a coinsurance
amount to which the
surcharge should be
applied. However,
there are products
sold today in which

Provider bills
patient $20 for
their co-
insurance
liability
amount only.

No action for
provider concerning

EXAMPLE:

CAS*PR*2*20**137*-1.79**137*1.79~
CAS*CO**137*-7.16**137*7.16~

CLPO5 will identify the
patient responsibility
amount as the $20
coinsurance.

the health plan surcharge

agrees to pay the accounting.

patient’s portion of

the surcharge.

Scenario 4: Scenario 4: Scenario 4. Scenario 4.
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Patient has SOME
liability. Health plan
does not pay
Patient® portion of
the surcharge.

* Health plan pays
the hospital in full
(the allowable
contracted amount)
and sends the
surcharge monies
directly to the NYS
pool administrator.

Health plan pays the state there portion of
surcharge amount only of $7.16 (not the
member portion).

The provider must bill the patient the 20.00 plus
the 1.79. The $1.79 is identified in CAS segment
with group code of PR and reason code of PR.
An offsetting CAS segment with a group code of
OA (Other Adjustment) and a reason code of
137 is used so as to NOT reduce the provider’s
payment by the amount of the patient’s
surcharge portion.

Surcharge
scenario
Description

Expected results

835 Information

Comments
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Patient owes co-
insurance as well as
their respective
portion of the
surchargable amount.

* Provider Bills
patient for their
portion of billable
amount ($20) AND
the patient’s portion
of the surchargable
amount ($1.79).

A CAS segment is returned with PR group code
and reason code 2 so that provider knows to bill
the patient their co-insurance of $20.

The state is getting
$7.16 from the health
plan, which is the
health plan portion and
is reflected in the CAS
segment with the CO
group code as
offsetting adjustments.
The CAS with the PR
group code identifies
the patient’s
coinsurance with
reason code 2, and the
patient surcharge
portion with reason
code 137. Since this
adjustment reduces the
payment amount from
the health plan to the
provider, it is offset by
the CAS segment with
the OA group code and
the reason code 137.
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Surcharge Expected results | 835 Information Comments
Scenario
Description
EXAMPLE: CLPO5 will identify the
CAS*PR*2*20**137*1.79~ patient responsibility
CAS*OA*137*-1.79~ amount as the $20
CAS*CO*137*-7.16**137*7.16~ coinsurance plus the
$1.79 surcharge
amount for a total of
$21.79.
Scenario 5: Scenario 5: Scenario 5: Scenario 5:

Patient has SOME
liability. Health plan
pays Patient® portion
of surcharge liability
to the Hospital.

Best Practice: This scenario should not exist as Linxus is
recommending that health plans forward all monies
directly to the state.

Provider Rules when using the CAS only solution for the New York State Surcharge

1 — Health Plan Portion:

Identify the health plan portion of the surcharge amount always in the CAS segment with Claim Adjustment Group Code
(GC) of CO and Claim Adjustment Reason Code (CARC) of 137. The amount of the health plan surcharge is identified by
the absolute value of any single CO/137 adjustment amount.

ADD all GC CO/CARC 137 amounts
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When the resulting value is 0.00, the health plan has paid the state.

When the resulting value is NEGATIVE, the health plan has sent the money to the provider to be remitted to the
state.

When the resulting value is POSITIVE, there is an error.

2 — Patient Portion:

Identify the patient portion of the surcharge amount always in the CAS segment with GC of PR and CARC of 137. When
there is no related CAS segment, the health plan is stating that there is no related patient responsibility. The amount of
the patient surcharge is identified by the absolute value of any single PR/137 adjustment amount.

ADD all GC PR/CARC 137 amounts
When the resulting value is 0.00, the health plan has paid the patient’s portion to the state.

When the resulting value is POSITIVE, the provider must collect this amount from the patient and remit it to the
state.
When the resulting value is NEGATIVE, there is an error.
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Section 5 | Best Practices: Incorporating Transaction
Data into Provider Workflow and Strategies to Reduce
Claim Not Found Messages and Error Messages

5.1 Overview

The best practices documented by Linxus in this section are recommendations to
help providers incorporate the transactions and code set data into their day-to-day
workflow routines. These recommendations are intended to highlight specific
system changes or enhancements that may be required in order to get the
maximum benefits intended from the Implementation Specifications defined above.

While it is important to understand that all organizations operate differently, these
best practices are intended to be used as a guideline to enhance existing
processes — particularly when internal processes are not yet fully incorporating
information exchanged electronically with health plans.

Provider organizations have flexibility in applying these best practices within their
respective environments; however, these best practice guidelines will help improve
communications, minimize unnecessary contacts, and improve payment efficiency.

5.2 Provider Guidelines

5.2.1 Establish Worklists According to “Business Scenarios”

The 276/277 and 835 transactions were designed to be standard methods of
communicating between health plans and providers. As an initial attempt to
facilitate appropriate, efficient, and effective communication regarding follow-up
and denial management work, Linxus defined eight logical scenarios (“Business
Scenarios”). By organizing common health plan-provider communications into
these Business Scenarios, Linxus was able to identify and then assign HIPAA
code sets to specific provider business functions and work streams shown in
Figure 2.
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Exhibit 2. HIPAA Code Sets for Provider Business Functions

Level Type and Description
“ A N\
Business 1 - .
LO Scenarios*” The 8 “Business Scenarios” are at the
. 4 .
(highest) most general level of detail.
277 2A More specifically,
Category “Scenarios” break down into
L1 and - 835 OR 276/277 codes -
Status Codes 835 Output of review of internal
CARC and Health Plan codes for claims

> aged over 30 days &
associated denials.

§ Provider™, 3

L2 p) Work-lists*
Provider Follow-up actions /
or Autopost Logic

RARC

[~
*

* NOTE: 835 Group Codes are not yet included in the Linxus Minimum Code Set,
because further industry definition of standard practice/usage is required.

Linxus used business scenarios (Level 0), shown in Exhibit 3, to determine
whether HIPAA code sets were providing a comprehensive explanation for claims
pending and denying, which require follow-up with health plans.

Exhibit 3. Business Scenarios, Level 0

Refers to situations that occur where information directly from the patient is

1 S , .
missing/incomplete/invalid.
5 Refers to situations that occur where information directly from the billing
provider is missing/incomplete/invalid.
3 Refers to situations where technical reasons/duplicate submissions/ untimely
filings/claim not on file prevents further disposition.
Refers to situations where coordination must proceed with third-party health
4 . - , )
plans: e.g., Medicare, Worker's Compensation, secondary health plans.
5 Refers to situations where the medical necessity/clinical appropriateness

must be determined.

Refers to situations where plan(s) (is)/has (determining)/determined that the
6 | patient is/is not covered and/or expense is the patient's responsibility.
(Includes CDHP situations)

Refers to situations where plan(s) (is)/has (determining)/determined if pre-
authorization/certification was obtained/naotification of authorization was late.

Refers to situations where plan(s) (is)/has (determining)/determined a
8 | necessary adjustment: e.g., contracted rates/take backs/reductions/ bundling
and pricing.
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Within each business scenario (Level 1), Linxus created a Minimum Code Set list
(see Annex B) with the appropriate 277 or 835 code pairings where roughly 80%
of the pended and denied claim situations occur. Linxus members agree that
without proper detail in the transactions, particularly for these frequent claim
pending and denial situations, manual steps must be taken by the provider.

The first version of Linxus Minimum Code Sets focused on claims submitted over
30 days prior and were most likely to be reasons for pends (a.k.a. “pended
claims”). The analysis yielded several commonly occurring situations across health
plans. Our analysis identified some situations where existing code sets were
insufficient or missing altogether, and recommendations were sent to and
approved by committees maintaining the code sets.

Finally, Linxus members then assigned each of the code pairings in the Minimum
Code Sets list to specific provider actions or worklists (Level 2). These standard
actions provide useful guidelines to Linxus health plan members because they
help those members understand how providers may react when certain 277 and
835 code set pairings are sent. Some of the provider actions are automatic, such
as waiting for X number of days before contacting the health plan, or changing the
financial class and reassigning dropping the balance to the next responsible party
(insurance or patient). Some actions are actually standard worklists. Examples,
shown in Exhibit 4, include an immediate action worklist to be directed to coding
resources requesting that medical records be sent to a health plan, or a different
worklist for billing staff to review for missing claim information.

Exhibit 4. Provider Action Worklists for Business Scenarios

Business | Worklist | Description

Scenario

1 A *No Action for X days. Follow-up at X days if not paid.

1 B Immediate Action: Contact patient directly to obtain needed
information.

1 C Immediate Action: Review for missing patient information.
Correct & resubmit or contact health plan if in error.

1 D **Drop to patient responsibility.

1 E **Drop to Next Responsible Party: Patient or next insurance

2 A Immediate Action: Send medical records to health plan

2 B *No Action for X days. Follow up at X days if not paid.

2 C Immediate Action: Review for missing billing information.
Correct & resubmit, or call health plan if in error.
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2 D Immediate Action: Coding review needed. Resubmit if
appropriate or contact health plan if in error.

2 E Immediate Action: Review for validation. Contact health
plan if in error.

3 A *No Action for X days. Follow-up at X days if not paid.

3 B Immediate Action: Coding review needed. Resubmit if

appropriate or contact health plan if in error.

3 C Immediate Action: Review for Missing/Invalid/Incomplete
billing information. Resubmit or call health plan if in error.
D Validate and review for appropriateness of denial.
A Immediate Action: Contact patient directly to obtain
appropriate insurance information.

4 B *No Action for X days. Follow-up at X days if not paid.

4 C Immediate Action: Review internally for missing billing
information. Submit EOB or dates or call health plan if in
error.

5 A Immediate Action: UR review for need to send medical

records or generate an appeal for medical necessity.

5 B *No Action for X days. Follow-up at X days if not paid.

7 A Immediate Action: UR to review and determine if medical
records should be sent to health plan.

B *No Action for X days. Follow-up at X days if not paid.

7 C Immediate Action: Review for authorization information.
Contact health plan if necessary.

7 D **Drop to patient responsibility.

8 A **Automatic Adjustment: no review needed.

8 B **Drop to Next Responsible Party: Patient or next insurance

8 C *No Action for X days. Follow-up at X days if not paid.

8 D Contact health plan if necessary.

8 E Immediate Action: Review for contract/capitation list.
Dependent on provider relationship with the health plan. If
Medicaid is health plan, view for Managed Care plan,
resubmit.

Notes:

* The “X" in each of the worklists needs to be determined. A general recommendation is
that X=7 days. However, depending upon the specific business scenario,

page 60 of 113




recommendations from health plans, and trending of the final adjudication timelines
which may vary by health plan, “X” may be defined more specifically in the future.

** These worklists are actually automatic actions. No manual work is required. Logic
should be set in the financial system to automatically change the financial classification
or obligation when the specific code sets are posted to the account.

No worklists exist for Scenario 6, as that scenario centered around patient responsibility
where communication between the health plan and provider is typically clear using the
specified code sets.

It is important to note that these worklist recommendations were developed as part
of our collaborative efforts to document best practices in common across all
providers. These worklists have been vetted and approved by relevant subject
matter experts who are members of Linxus. Reconciling and posting payments
(e.g. application of payments and adjustments) are complex (e.g. claim level
versus line level adjustments; partial payments; denials, bundling; etc.), and so it
should be noted that this list is in no way meant to be a comprehensive
representation of all actions providers might take in response to 835 and 277 code
set data.

The goal of this process was to initiate the use of a framework that would enable
health plans and providers to have an ongoing dialogue about data specificity and
accuracy in the HIPAA business transactions. Ultimately, Linxus aims to have a
single implementation specification that reduces the number of manual contacts
providers must make and speeds the time to finalized payments.

5.2.2 Time Claim Status Inquiries According to Business Needs

There are two basic strategies for using the 276/277 transaction. It may be
appropriate to use one or both strategies depending on the provider’s individual
business needs. The Health Care Claim Status Request and Response can be
used to verify receipt of a claim by the health plan and/or to work situations when
there is a non-payment (exceptions) prior to the timely filing limit.

5.2.2.1 Verifying Claims Receipt by Health Plan

Send an initial 276 request to health plans 24-48 hours from date of claim
submission to verify claim receipt.
o0 Note: this applies when health plans do not send an unsolicited claim
status transaction, only when providers are using solicited claim
status inquiries.

Send an additional 276 request to health plans 7-10 days after claim
submission, as long as there is no 835 remittance advice on file.

page 61 of 113




o Note: in some instances additional 276 requests are sent after
receipt of an 835, for example when a claim is resubmitted or the
health plan is reprocessing a claim.

5.2.2.2 Identifying Exceptions Only

Send an initial 276 request to health plans 30 days from date of claim
submission, as long as there is no 835 remittance advice on file.

5.2.3 Manage Pended Claims to Avoid Denials

Some 277 codes have a one-to-one relationship with an 835 denial code —
it is better to act on the 277 pend code before the denial, if action can avoid
a denial. Track the success of preventing the denials over time using the
information returned in the 277.

Map 277 and 835 code set pairings to the appropriate worklists.

Worklists should route directly to staff who address the issue, such as the
Utilization Management Department, Case Management, or Follow-up
staffs. Specific accounts should not be reviewed prior to sending to those
areas, as this creates duplicate work and uses resources unnecessarily.

Providers timely respond to clinical documentation requests.
524 Post Finalized (Adjudicated) Claims

Post 835 remittance codes at the time the cash is posted. Automatic
posting of codes to patient accounts is optimal.

Lockboxes should be converted to remit payment data electronically, either
via an EDI transaction or an optical character reader.

5.2.5 Troubleshoot Claim Status Error Messages and Claim Not
Found Messages to Reduce Occurrences

Oftentimes it erroneously appears in claim status inquiries that claims sent to
health plans do not successfully make it into the adjudication system. The purpose
of this section and intent of the Version 2.0 Claim Status standard implementation
specifications is to address instances of A4 Claim Not Found messages and claim
Error (a.k.a. “E-code”) messages.

The Linxus Claim Status Workgroup has unanimously arrived at consensus
recommendations and best practice efforts to troubleshoot in the effort to reduce
these two claim problems and create efficiency and utilization of EDI self-service
options. The first goal of these recommendations is to determine if the A4/Claim
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Not Found or Error message is a false negative (meaning that the claim is in fact
in the health plan system and the A4 or Error message is inaccurate). The
following steps are for instances when claims are submitted by trading partner
arrangements that 1) utilize a clearinghouse intermediary, or 2) utilize a direct EDI
connection. Although similarities exist among them, these four recommendations
are distinct steps that are specific to one type of message or connectivity
arrangement.

525.1 Claim Not Found/A4 Reduction Best Practice Checklist — Direct
Connect

Goal: Determine if the A4 Claim Not Found message received is accurate (not a
false-negative.)

Step 1: Identify the claim(s) not on file or that produce an error and utilize all self-
service methods to investigate if A4/Claim Not Found message(s) is/are accurate.
To validate that the claim submission process went smoothly, these include:
A) Check to see if an 835 for the claim(s) is/are available;
B) Check to see if a 999, 997, TAl, a health plan proprietary claim
acknowledgment, or other type of 277 Claim Acknowledgment file has been
received from a health plan for claim(s) in question (if applicable) and
retrieve the health plan claim number, if provided; and
C) Search for claim via the health plan’s Web site.

Member Type: Provider

Timeframe: 2-3 days, depending on existing business processes

At this point, two possibilities can result after the methods above have been
exhausted:

The claim is on file and has been adjudicated, or is in a pended state
and a claim status and category code should be returned in the 277
response; or
Search criteria item values may have changed once it is in the health
plan’s adjudication system from those that were submitted within the
8371 or 837P.

If this has happened, changed information does not flow back to the
original claim when a claim correction tool is used or the health plan
changes data unilaterally (such as patient or subscriber name
information). Use of a claim correction utility can create an A4/Claim
Not Found and be a ‘fatal’ error in search (meaning one that returns
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no search responses). This should be examined to see if this is a
cause of the unsuccessful search that produced the A4/Claim Not
Found message.

Step 2: If nothing appears to identify the problem from the items listed above, and
there is no acknowledgment received, then the likelihood is high that the claim is
indeed not on file and the A4/Claim Not Found message received is accurate.

When these steps have been utilized and the 276 consistently results in a valid
A4/Claim Not Found response, providers validate/investigate the following list of
information fields or categories for further health plan information:

1) Claim Number / Internal Provider Trace Number (837 - CLMO01)

2) Payer Control Number (if applicable and created depending on
health plan practice from 277 Claim Acknowledgment)

3) Claim Date(s) of Service
4) Amount of total charges

5) Date that the claim was transmitted to the health plan (i.e. resulting
in A4/Claim Not Found code)

6) The health plan response code / description indicating A4/Claim Not
Found along with any other internal health plan notation that is
returned (e.g. 997 / TA1 or health plan proprietary 277 Claim
Acknowledgment report if applicable)

Annex C has a listing of responses that indicate additional detail for A4/Claim Not
Found messages that are to be utilized in this stage. While this is not a complete
listing of all the possible combinations, the listing has been collected from Linxus
health plans’ systems in the current state and represents the majority of cases and
messages returned.

7) Name(s) and contact information of provider staff member that will
serve as point of contact for the health plan for responses

8) Member Identification Number
9) Raw X.12 data on 276 (format of specific name, date of service, ID
#) — usually only applies when there is a large number of A4/Claim

Not Found responses when there is a problem in the building of the
claims. (e.g. wrong qualifier between the ST and SE segments)
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5.25.2 Claim Not Found/A4 Reduction Best Practice Checklist —
Clearinghouse

Goal: Determine if the A4 Claim Not Found message received is accurate (not a
false-negative.)

Step 1: Identify claim not on file or that produces an error and utilize all self-service
methods to investigate if A4/Claim Not Found is accurate. To validate that the
claim submission process went smoothly, these include:
A) Check to see if 835 for claim is available,
B) That a 999, 997, TAl, a health plan and/or clearinghouse proprietary
claim acknowledgment, or other type of 277 Claim Acknowledgment file has
been received from a health plan and/or clearinghouse for claim(s) in
guestion (if applicable)
C) Search for claim via health plan’s Web site

Member Type: Provider

Timeframe: 1-2 weeks, depending on existing business processes of
provider and clearinghouse vendor

For providers that utilize a vendor for claim submission and tracking, these steps
are necessary to validate that provider-vendor and vendor-health plan
communication was sound.

Step 2: Check company specific responses or reports to determine if there
was a system problem or for further data/insights that could be gathered
from clearinghouse specific reports.

Member Type: Provider

Timeframe: 1-2 weeks

At this stage, two possibilities can result after the methods above have been
exhausted:

The claim is on file and has been adjudicated, or is in a pended state
and a claim status and category code should be returned in the 277
response; or
Search criteria item values may have changed once it is in the health
plan’s adjudication system from those that were submitted within the
8371 or 837P.
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If this has happened, changed information does not flow back to the
original claim when a claim correction tool is used or the health plan
changes data unilaterally (such as patient or subscriber name
information). Use of a claim correction utility can create an A4/Claim
Not Found and be a ‘fatal’ error in search (meaning one that returns
no search responses). This should be examined to see if this is a
cause of the unsuccessful search that produced the A4/Claim Not
Found message.

Step 3: If nothing appears to identify the problem from the items listed above, and
there is no acknowledgment received, then the likelihood is high that the claim is
indeed not on file and the A4/Claim Not Found received is accurate.

When these steps have been utilized and the 276 consistently results in a valid A4
response, this step details a list of information fields or categories that providers
should send health plans and its vendor clearinghouse for further research and
investigation:

1) Claim Number / Internal Provider Trace Number (837 CLMO01)

2) Payer Control Number (if applicable and created depending on
health plan practice — providers need to know when this has been
created for claims from the 277 Claim Acknowledgment)

3) Claim Date(s) of Service
4) Amount of total charges

5) Date that claim was transmitted to health plan (i.e. resulting in error
or A4/Claim Not Found code)

6) The health plan response code / description indicating A4 or Error
along with any other internal health plan notation that (e.g. 997 / TA1
or health plan proprietary 277 Claim Acknowledgment report if
applicable)

Oftentimes there is a difference in the nature of what clearinghouse
or health plan reports say, whether it implicitly or explicitly says what
claims have been received or not. This often makes it difficult for
providers to identify what is in the health plans’ system or not in the
system.

Annex C has a listing of responses that indicate additional detail for A4/Claim Not

Found messages that are to be utilized in this stage. While this is not a complete
listing of all the possible combinations, the listing has been collected from Linxus
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health plans’ systems in the current state and represents the majority of cases and
messages returned.

7) Name(s) and contact information of provider staff member that will
serve as point of contact for the health plan for responses.

8) Member Identification Number
9) Raw X.12 data on 276 (format of specific name, date of service, ID
#) — usually applies when there is a large number of A4, A7 or other
error responses when there is a problem in the building of the claim
(e.g. wrong qualifier between ST and SE segments.)
5.253 Claim Error Rate Reduction — Direct Connect:
Goal: Determine if the Error message received is accurate.
Step 1: Identify the claim that produces the error and utilize all self-service
methods to investigate if error message is accurate. To validate that the claim
submission process went smoothly, these include;

A) Check to see if 835 for claim is available,

B) That a 999, 997, TA1 or other type of 277 Claim Acknowledgment file
has been received from health plan for claim(s) in question (if applicable)

C) Search for claim via health plan’s Web site

Member Type: Provider

Timeframe: 2-3 days, depending on existing business processes

At this point, two possibilities are can result after the methods above have been
exhausted:

The claim is on file and has been adjudicated, or is in a pended state
and a claim status and category code should be returned in the 277
response; or
Search criteria item values may have changed once it is in the health
plan’s adjudication system from those that were submitted within the
8371 or 837P.

If this has happened, changed information does not flow back to the
original claim when a claim correction tool is used. Use of this utility
can create an Error message and be a ‘fatal’ error in search
(meaning one that returns no search responses). This should be
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examined to see if this is a cause of the unsuccessful search that
produced the Error message.

Step 2: Evaluate the error, status (and if applicable, entity code) message sent by
the health plan to analyze the cause and problem of the claim error. Below are the
three general categories of error codes that form the basis of responses sent by
health plans:

EO Response not possible - error on submitted request data
E1 Response not possible - System Status

E2 Information Holder is not responding; resubmit at a later
time.

Annex C has a listing of responses that indicate additional detail for A4/Claim Not
Found and Error code messages that are to be utilized at this stage. While this is
not a complete listing of all the possible combinations, the listing has been
collected from Linxus health plans’ systems in the current state and represents the
majority of cases and messages returned.

Step 3: If nothing appears to identify the problem from the items listed above, and
there is no acknowledgment received, then the likelihood is high that the claim is
indeed not on file and the error code information received is indeed accurate.

When these steps have been utilized and the 276 inquiry consistently results in a
valid error response, this step details a list of information fields or categories that
providers should send for further health plan research and investigation:

1) Claim Number / Internal Provider Trace Number (837 - CLMO01)

2) Payer Control Number (if applicable and created depending on
health plan practice) — providers need to know when this has been
created for claims

3) Claim Date(s) of Service

4) Amount of total charges

5) Date that claim was transmitted to health plan (i.e. resulting in error
message)

6) The health plan response code / description indicating the Error
along with any other internal health plan notation that (e.g. 997 / TA1
or health plan proprietary 277 Claim Acknowledgment report if
applicable)

page 68 of 113



Annex C has a listing of responses that indicate additional detail for A4/Claim Not
Found and Error code messages that are to be utilized at this stage. While this is
not a complete listing of all the possible combinations, the listing has been
collected from Linxus health plans’ systems in the current state and represents the
majority of cases and messages returned.

7) Name(s) and contact information of provider staff member that will
serve as point of contact for the health plan for responses

8) Member Identification Number
9) Raw X.12 data on 276 (format of specific name, date of service, ID
#) — usually only applies when there is a large number of errors
received in response, and when there is a problem in the building of
the claims itself (e.g. wrong qualifier, among other examples
between ST and SE segments.)
5.254 Claim Error Rate Reduction — Clearinghouse:

Goal: Determine if the A4 Claim Not Found message received is accurate (not a
false-negative.)

Step 1: Identify claim(s) that produce an error and utilize all self-service methods
to investigate if error response received is accurate. To validate that the claim
submission process went smoothly, these include;

A) Check to see if 835 for claim is available,

B) That a 999, 997, TA1 or other type of 277 Claim Acknowledgment file
has been received from health plan for claim(s) in question (if applicable)

C) Search for claim via health plan Web site

Member Type: Provider

Timeframe: 2-3 days, depending on existing business processes

For providers that utilize a vendor for claim submission and tracking, steps are
necessary to validate that provider-vendor and vendor-health plan communication
was sound.

Step 2: Check company specific responses or reports to determine if there was a
system problem or further data/insights can be gleaned from clearinghouse
specific reports.

Member Type: Provider
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Timeframe: 1-2 weeks, depending on existing business processes

At this point, two possibilities are can result after the methods above have been

exhausted:

The claim is on file and has been adjudicated, or is in a pended state
and a claim status and category code should be returned in the 277
response; or
Search criteria item values may have changed once it is in the health
plan’s adjudication system from those that were submitted within the
8371 or 837P.

If this has happened, changed information does not flow back to the
original claim when a claim correction tool is used. Use of this utility
can create an Error message and be a ‘fatal’ error in search
(meaning one that returns no search responses). This should be

examined to see if this is a cause of the unsuccessful search that

produced the Error message.

Step 3: If nothing appears to identify the problem from the items listed above, and
there is no acknowledgment received, then the likelihood is high that the error
code received is accurate.

When these steps have been utilized and the 276 consistently results in a valid
error response, this step details a list of information fields or categories that
providers should send health plans and its clearinghouse vendor for further
research and investigation:

1)

2)

3)
4)

5)

6)

Claim Number / Internal Provider Trace Number (837 - CLMO01)
Payer Control Number (if applicable and created depending on
health plan practice) — providers need to know when this has been
created for claims

Claim Date(s) of Service

Amount of total charges

Date that claim was transmitted to health plan (i.e. resulting in error
code)

The health plan response code / description indicating any Error
code or message, along with any other internal health plan notation
(e.g. 997 / TA1 or health plan proprietary 277 Claim
Acknowledgment report if applicable)
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Annex C has a listing of responses that indicate additional detail for Error code
messages that are to be utilized at this stage. While this is not a complete listing of
all the possible combinations, the listing has been collected from Linxus health
plans’ systems in the current state and represents the majority of cases and
messages returned.

7)

8)

9)

Oftentimes there is a difference in the nature of what clearinghouse
or health plan reports say, whether it implicitly or explicitly says what
claims have been received or not. This often makes it difficult for
providers to identify what is in the health plans’ system or not in the
system.

Name(s) and contact information of provider staff member that will
serve as point of contact for the health plan for responses

Member Identification Number
Raw X.12 data on 276 (format of specific name, date of service, ID
#) — usually applies when there is a large number of A4, A7 or other

errors response when there is a problem in the building of the claims
(e.g. wrong qualifier between ST and SE segments.)
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Annex A | Linxus Memorandum of Understanding (MOU)

Participant organizations of Linxus have agreed to work towards implementation of the
following standardized practices:

1.

Health Plans will Offer Free Connectivity over the Internet — Health plan
Members will offer a free, over the Internet, direct connectivity method that
supports system-to-system electronic information exchange. Health plan Members
will develop systems to support this connectivity for all of the transactions that the
Linxus Steering Committee agrees unanimously to develop in collaborative
workgroups.

Health Plans will Publish (EDI) Connectivity Instructions — In collaboration with
Linxus, Health plan Members will publish their electronic data interchange (EDI)
specifications for direct connectivity (“Connectivity Guides”), including instructions
for completing testing and requirements for moving to the production environment.

Health Plans will Offer Real-time Connectivity and Providers will Implement
Technologies to Support Real-Time - The Members recognize that Linxus’ intent
is to replace manual exchange of information between provider and health plan
(e.g. web site look-ups, phone calls, etc) with instant electronic, system-to-system
responses and agree that support for real time electronic responses is critical to
replacing the current manual exchanges. To support this principle, Health plan
Members will support real-time exchange of the Linxus Transactions with a real
time option, e.g. eligibility (270/271), claim status (276/277), and such other
transactions as the Linxus Steering Committee adopts by unanimous vote. While
these transactions may be sent by Linxus providers in a batch process, real-time
responses must be supported by the health plan, regardless of the inbound inquiry
method (single or batch requests).

Providers will Set-up EDI Connections to Health Plans — Provider Members will
follow the health plans’ Connectivity Guides. While working to get connected to the
health plans, the provider will first work with the Linxus Program Manager to
troubleshoot any issues; if the issue can’t be resolved, then the provider will work
with the health plan directly.

Health Plans will Standardize Mapping of Transaction Code Sets - Linxus
Workgroups will be responsible for documenting specifications of the transactions
and code sets selected by Steering Committee into detailed Implementation
Guides. The specifications will be developed and piloted in collaborative
workgroups with the Linxus Program Manager. Upon completion of the pilot
(demonstration), the workgroups will document specifications for a standard, and
the Linxus Program Manager will publish final Implementation Guides to the Linxus
public web site (http://www.linxus.net). When version changes to the standard are
requested, the change request must be approved unanimously by the workgroup,
and then the Program Manager will re-version and publish the new Implementation
Guide to the Linxus public web site.
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6. Health Plans will Implement System Changes in Accordance with the
Transaction Specifications Once They are Published on the Linxus Web Site.

7. Providers will Implement System/Workflow Changes in Accordance with the
Transaction Specifications Once They are Published on the Linxus Web Site
— Provider Members will implement Linxus transactions in coordination with their
business processes. Provider Members will make system changes and incorporate
usage of the transactions and code sets that are published on the public Linxus
web site in a reasonably timely manner after each health plan Member has made
system changes in accordance with the Implementation Guides. Provider
Members agree to collaborate with payers and Linxus program management to
develop and promote best practices for using the Linxus electronic transactions.
Provider Members commit to leveraging the documented best practices in making
their own systems and workflow changes.

8. Health Plans and Providers will Track Measures of Success Relating to
Implementation of the Transaction Specifications — Members will send reports
(such as phone call volumes) (“Metrics”) to the Linxus Program Manager,
consistent with the methods and timing agreed upon unanimously by the Steering
Committee. These Metrics will be used by the Steering Committee to gauge the
program’s success as a collaborative to create administrative simplification and
reduce operating costs and to guide the continued efforts of the program.
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Annex B | Linxus Minimum Code Sets

Prior to HIPAA, health plans had unique internal coding schemes that described
the disposition of processed claims, for example when claims pended or payments
required adjustment. These proprietary coding systems were unique to the
respective health plan organization and each developed their processing systems
with a varying level of coding specificity. HIPAA regulations sought to replace
these proprietary codes sets with a national uniform code set, so that provider and
health plan systems could conduct more interactions electronically via electronic
data interchange (EDI).

The Transactions and Code Sets requirements under HIPAA mandated detailed
transaction Implementation Guides, i.e. technical specifications for exchanging
electronic health care data. ASC X12 is the standards development organization
(SDO) responsible for developing EDI Implementation Guides for eight of the
HIPAA transactions. ASC 12 has established committees that oversee the process
for continuous improvement and responsiveness to industry business needs.

One of the ongoing SDO responsibilities is to ensure transactions have content
specificity and relevance to a changing health care business environment that, for
example, has seen an increase in the number of consumers with high deductible
insurance products.

Linxus member organizations have been meeting in workgroups and regularly
collaborating to devise a single approach towards cross-walking transaction Code
Sets so that data content residing within the business transactions are consistent
across health plan.

The collaborative efforts have resulted in establishment of a “Linxus Minimum
Code Set” that Linxus recommends all health plans consider using, where
appropriate. Consistent use by health plans will enable providers to build
automated routines in response to these codes.

Linxus conducted detailed analysis of day-to-day business interactions and
matched these to existing HIPAA codes sets, starting with the situations that occur
most frequently. Where appropriate, Linxus also requested new codes through
the appropriate code set maintenance committees.

The Linxus Minimum Code Sets are organized in multiple worksheets according to
Business Scenario (see Section 5.2.1). The first worksheet contains a list of the
Business Scenario descriptions. The next worksheet, titled Worklists, contains a
list of all of the provider action worklists. The remaining 7 worksheets contain the
code set detail organized by Business Scenario. The worksheet labeled Scenario
1 contains all of the code sets assigned to Scenario 1. Each row in the worksheet
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represents a different code set. All Scenario worksheets are organized in the same

way.

Each of the Scenario worksheets are organized using the columns listed below.
Following is a description of each column.

Minimum Code Set Key

Business
Scenario

Worklist Worklist Reference to 835 Reason 835 835 835 277
Assighment Description | Associated Code Remark Reason Remark Category
Pend/Denial Description , Code Code Code Code
Code or 277 Description
Category or 277
Code Status
Description Code
Description

277
Status
Code

Business Scenario — This field contains the reference number for the associated
business scenario.

Worklist Assignment — This field contains the number of the worklist associated
with the code set. The worklist numbers start with the scenario number.

Worklist Description — This field contains the description or name of the worklist
to which the specific code set has been assigned. The worklist can also be an
automatic action requiring no manual intervention by the provider.

Reference to Associated Pend/Denial Code — Some code set combinations
have 1 or 2 associated code sets. For example, if the row refers to a 277 code set
combination, the corresponding 835 denial code may be found in this field. If the
row refers to an 835 denial code set combination, the corresponding 277 pend
code set may be listed in this cell. The best practice is to address the work at the
277 pend code level rather than receiving the denial. Knowing the corresponding
denials that come from unaddressed pend codes can help providers understand
opportunities for process improvement. Some 277 code set combinations do not
correspond to an 835 denial code set. This is due to many of the code set
descriptions being too broad. In the case where no specific relationship exists, the
field is blank.

835 Reason Code Description or 277 Category Code Description — This field
contains the industry standard description for 835 Reason Codes or 277 Category
codes, depending on which type of code set the row addresses. All code sets will
contain a Reason or Category code.

835 Remark Code Description or 277 Status Code Description - This field
contains the industry standard description for 835 Remark Codes or 277 Status
Category codes, depending on which type of code set the row addresses. In
conjunction with the Reason or Category codes, these codes provide additional
and more specific communication regarding claims.
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835 Reason Code — This field contains the HIPAA standard 835 Electronic
Remittance Advice Reason Code. (The field is left blank if the row refers to a 277
code set.)

835 Remark Code — This field contains the HIPAA standard 835 electronic
Remittance Advice Remark Code. In conjunction with a Reason code, the Remark
code provides additional and more specific information regarding claim denials.
(Field is left blank if the row refers to a 277 code set.)

277 Category Code — This field contains the HIPAA standard 277 Claim Status
Inquiry Category code. (The field is left blank if the row refers to an 835
Remittance code set.)

277 Status Code — This field contains the HIPAA standard 277 Claim Status
Inquiry Status code. In conjunction with a Category code, the Status code provides
additional and more specific information about the status of a claim. (The field is
left blank if the row refers to an 835 Remittance code set.)
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Linxus Claim Status Request and Response (276/277) and Health Care

Claim Payment/Advice (835) Minimum Code Set Version 1.0

Business Scenario #1: Refers to situations that occur where information directly from the patient is
missing/incomplete/invalid.

Business Provider | Worklist Reference to | 835 Reason Code 277 Entity 835 Remark Code 835 835 277 277 277 Entity
Scenario Worklist | Description | Associated Description, or 277 Code Description, or 277 Reason Remark Category Status Code
Pend/Denial Category Code Description Description Status Code Code Code Code Code
Code Description
1 1A No Action Pending/Payer In Review- Awaiting eligibility P2 56
for X days. The claim/encounter is determination.
Follow up at suspended and is pending
X days if not review (e.g. medical review,
paid. repricing, Third Party
Administrator processing).
1 1B Immediate Pending/Payer In Review- Third Party Awaiting eligibility P2 56 2B
Action - The claim/encounter is Billing determination.
Contact suspended and is pending Administrator
Patient review (e.g. medical review,
Directly to repricing, Third Party
obtain Administrator processing).
needed
information.
1 1A No Action Pending/Payer In Review- Awaiting benefit P2 45
for X days. The claim/encounter is determination.
Follow up at suspended and is pending
X days if not review (e.g. medical review,
paid. repricing, Third Party
Administrator processing).
1 1B Immediate Reason 17 - Pending/Patient Requested Dependent Entity® Student P4 174 GO
Action - Remark N375 | Information - The claim or Insured Status
Contact encounter is waiting for
Patient information that has already
Directly to been requested from the
obtain patient. (Note: A status code
needed identifying the information
information. requested must be sent.)
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Business Provider | Worklist Reference to | 835 Reason Code 277 Entity 835 Remark Code 835 835 277 277 277 Entity
Scenario Worklist | Description | Associated Description, or 277 Code Description, or 277 Reason Remark Category Status Code
Pend/Denial Category Code Description Description Status Code Code Code Code Code
Code Description
1 1B Immediate Reason 22 - Pending/Patient Requested Investigating P4 52
Action - Remark Information - The claim or existence of other
Contact N197 encounter is waiting for insurance coverage.
Patient information that has already
Directly to been requested from the
obtain patient. (Note: A status code
needed identifying the information
information. requested must be sent.)
1 1B Immediate Reason 19 Pending/Patient Requested Will worker® P4 363
Action - Information - The claim or compensation cover
Contact encounter is waiting for submitted charges?
Patient information that has already
Directly to been requested from the
obtain patient. (Note: A status code
needed identifying the information
information. requested must be sent.)
1 1B Immediate Category 21, Pending/Patient Requested Is injury due to auto P4 366
Action - 20 Information - The claim or accident?
Contact encounter is waiting for
Patient information that has already
Directly to been requested from the
obtain patient. (Note: A status code
needed identifying the information
information. requested must be sent.)
1 1B Immediate Category P4 Payment adjusted because Patient The subscriber must 22 N197
Action - - Status 52 this care may be covered by Responsibility | update insurance
Contact another payer per information directly
Patient coordination of benefits. with payer.
Directly to
obtain
needed
information.
1 1D Immediate Category P4 Claim/service lacks Services under review | 16 N204
Action - Status 290 information which is needed for possible pre-
Drop to for adjudication. Additional existing condition.
Patient information is supplied using Send medical records

remittance advice remarks

codes whenever appropriate.

for prior 12 months
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Business Provider | Worklist Reference to | 835 Reason Code 277 Entity 835 Remark Code 835 835 277 277 277 Entity
Scenario Worklist | Description | Associated Description, or 277 Code Description, or 277 Reason Remark Category Status Code
Pend/Denial Category Code Description Description Status Code Code Code Code Code
Code Description
1 1D Immediate Category P4 Claim/service lacks Services under review | 16 N204
Action - Status 290 information which is needed for possible pre-
Drop to for adjudication. Additional existing condition.
Patient information is supplied using Send medical records
remittance advice remarks for prior 12 months
codes whenever appropriate.
1 1C Immediate Large variety | Claim/service lacks Missing/incomplete/in | 16 MA100
Action - of 277 codes | information which is needed valid date of current
Drop to for adjudication. Additional illness or symptoms
Patient information is supplied using
remittance advice remarks
codes whenever appropriate.
1 1B Immediate Large variety | Claim/service lacks The subscriber must 16 N197
Action - of 277 codes | information which is needed update insurance
Drop to for adjudication. Additional information directly
Patient information is supplied using with payer.
remittance advice remarks
codes whenever appropriate.
1 1B Immediate Category - Payment adjusted because Missing/incomplete/in | 17 N375
Action - P4 Status requested information was not valid
Contact 174 provided or was guestionnaire/informat
Patient insufficient/incomplete. ion required to
Directly to Additional information is determine dependent
obtain supplied using the remittance eligibility.
needed advice remarks codes
information. whenever appropriate.
1 1B Immediate Category P1, | Payment adjusted because Additional information | 22 N179
Action - P2, P4 - this care may be covered by has been requested
Contact Status 53 another payer per from the member. The
Patient coordination of benefits. charges will be
Directly to reconsidered upon
obtain receipt of that
appropriate information.
insurance
information.
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Business Provider | Worklist Reference to | 835 Reason Code 277 Entity 835 Remark Code 835 835 277 277 277 Entity
Scenario Worklist | Description | Associated Description, or 277 Code Description, or 277 Reason Remark Category Status Code
Pend/Denial Category Code Description Description Status Code Code Code Code Code
Code Description
1 1B Immediate Category P2 Claim denied as patient 31
Action - or P4 - cannot be identified as our
Contact Status 56 insured.
Patient
Directly to
obtain
needed
information.
1 1B Immediate Category P4 Our records indicate that this Additional information | 32 N179
Action - - Status 174 dependent is not an eligible has been requested
Contact dependent as defined. from the member. The
Patient charges will be
Directly to reconsidered upon
obtain receipt of that
needed information.
information.
1 1C Immediate Pending/Patient Requested Copy of Medicare ID P4 284
Action - Information - The claim or card.
Review for encounter is waiting for
Missing information that has already
Patient been requested from the
Information. patient. (Note: A status code
Correct & identifying the information
Resubmit or requested must be sent.)
Contact
Payor if in
error.
1 1C Immediate Pending/Patient Requested Medicare effective P4 198
Action - Information - The claim or dates.
Review for encounter is waiting for
Missing information that has already
Patient been requested from the
Information. patient. (Note: A status code
Correct & identifying the information
Resubmit or requested must be sent.)
Contact
Payor ifin
error.
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Business Provider | Worklist Reference to | 835 Reason Code 277 Entity 835 Remark Code 835 835 277 277 277 Entity
Scenario Worklist | Description | Associated Description, or 277 Code Description, or 277 Reason Remark Category Status Code
Pend/Denial Category Code Description Description Status Code Code Code Code Code
Code Description
1 1C Immediate Reason Pending/Provider Requested Insured or Entity® name, P3 173 IL
Action - 31Remark Information-The claim or subscriber address, phone,
Review for N382 encounter is waiting for gender, DOB, marital
Missing information that has already status, employment
Patient been requested from the status and relation to
Information. provider. (Note: A status code subscriber.
Correct & identifying the information
Resubmit or requested must be sent.)
Contact
Payor ifin
error.
1 1C Immediate Reason Pending/Provider Requested Insured or Entity® date of birth P3 158 IL
Action - 31Remark Information-The claim or subscriber
Review for N329 encounter is waiting for
Missing information that has already
Patient been requested from the
Information. provider. (Note: A status code
Correct & identifying the information
Resubmit or requested must be sent.)
Contact
Payor if in
error.
1 1C Immediate Reason Pending/Provider Requested Dependent Entity® First Name P3 505 GO
Action - 31Remark Information-The claim or Insured
Review for N382 encounter is waiting for
Missing information that has already
Patient been requested from the
Information. provider. (Note: A status code
Correct & identifying the information
Resubmit or requested must be sent.)
Contact
Payor if in
error.
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Business Provider | Worklist Reference to | 835 Reason Code 277 Entity 835 Remark Code 835 835 277 277 277 Entity
Scenario Worklist | Description | Associated Description, or 277 Code Description, or 277 Reason Remark Category Status Code
Pend/Denial Category Code Description Description Status Code Code Code Code Code
Code Description
1 1C Immediate Reason Pending/Provider Requested Dependent Entity® Last Name P3 504 GO
Action - 31Remark Information-The claim or Insured
Review for N382 encounter is waiting for
Missing information that has already
Patient been requested from the
Information. provider. (Note: A status code
Correct & identifying the information
Resubmit or requested must be sent)
Contact
Payor ifin
error.
1 1C Immediate Reason 31 - Pending/Provider Requested Spouse Entity® Gender P3 157 X4
Action - Remark Information-The claim or
Review for MA39 encounter is waiting for
Missing information that has already
Patient been requested from the
Information. provider. (Note: A status code
Correct & identifying the information
Resubmit or requested must be sent)
Contact
Payor if in
error.
1 1C Immediate Category P1, | Claim/service lacks Primary Medicare 16 N374
Action - P2, P4 - information which is needed Part A insurance has
Review for Status Code for adjudication. Additional been exhausted and a
Missing 52, 590 information is supplied using Part B Remittance
Patient remittance advice remarks Advice is required.
Information. codes whenever appropriate
Correct &
Resubmit or
Contact
Payor if in
error.
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Business Provider | Worklist Reference to | 835 Reason Code 277 Entity 835 Remark Code 835 835 277 277 277 Entity
Scenario Worklist | Description | Associated Description, or 277 Code Description, or 277 Reason Remark Category Status Code
Pend/Denial Category Code Description Description Status Code Code Code Code Code
Code Description
1 1C Immediate Category P4 Claim denied as patient Missing/incomplete/in | 31 N329
Action - - Status 158 cannot be identified as our valid patient birth
Review for insured. date.
Missing
Patient
Information.
Correct &
Resubmit or
Contact
Payor ifin
error.

page 83 of 113




Business Scenario #2: Refers to situations that occur where information directly from the billing provider is

missing/incomplete/invalid.

Business Provider | Worklist Reference to 835 Reason Code Description, | 277 Entity Code | 835 Remark Code 835 835 277 277 277
Scenario Worklist | Description Associated or 277 Category Code Description Description, or 277 Reason Remark Category Status | Entity
Pend/Denial Description Status Code Code Code Code Code Code
Code Description
2 2A Immediate Claim/service lacks information Missing operative 16 M29
Action - Send which is needed for report.
Medical adjudication. Additional
Records to information is supplied using
Payor remittance advice remarks
codes whenever appropriate.
2 2A Immediate Claim/service lacks information Missing/incomplete/in | 16 N29
Action - Send which is needed for valid
Medical adjudication. Additional documentation/orders
Records to information is supplied using /notes/summary/repor
Payor remittance advice remarks t/invoice.
codes whenever appropriate
2 2C Immediate Claim/service lacks information Missing/incomplete/in | 16 N307
Action - which is needed for valid adjudication or
Review for adjudication. Additional payment date.
Missing Billing information is supplied using
Information. remittance advice remarks
Correct & codes whenever appropriate
Resubmit or
Call Payor if in
error.
2 2E Immediate Claim/service lacks information Your claim for a 16 N347
Action - which is needed for referred or purchased
Review for adjudication. Additional service cannot be
validation. information is supplied using paid because
Contact payor remittance advice remarks payment has already
if in error. codes whenever appropriate been made for this
same service to
another provider by a
payment contractor
representing the
payer.
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Business Provider | Worklist Reference to 835 Reason Code Description, | 277 Entity Code | 835 Remark Code 835 835 277 277 277
Scenario Worklist | Description Associated or 277 Category Code Description Description, or 277 Reason Remark Category Status | Entity
Pend/Denial Description Status Code Code Code Code Code Code
Code Description
2 2A Immediate Payment adjusted because Missing/incomplete/in | 17 N29
Action - Send requested information was not valid
Medical provided or was documentation/orders
Records to insufficient/incomplete. /notes/summary/repor
Payor Additional information is t/invoice.
supplied using the remittance
advice remarks codes whenever
appropriate.
2 2A Immediate Claim/service lacks information Missing/incomplete/in | 16 M135
Action - Send which is needed for valid plan of
Medical adjudication. Additional treatment.
Records to information is supplied using
Payor remittance advice remarks
codes whenever appropriate
2 2A Immediate Claim/service lacks information The administration 16 N349
Action - Send which is needed for method and drug
Medical adjudication. Additional must be reported to
Records to information is supplied using adjudicate this
Payor remittance advice remarks service.
codes whenever appropriate.
2 2A Immediate Payment adjusted because Missing 50 N29
Action - Send requested information was not documentation/orders
Medical provided or was /notes/summary/repor
Records to insufficient/incomplete. t/chart.
Payor Additional information is
supplied using the remittance
advice remarks codes whenever
appropriate.
2 2A Immediate These are non-covered services This claim has been 50 N102
Action - Send because this is not deemed a denied without
Medical @nedical necessity@y the payer. reviewing the medical
Records to record because the
Payor requested records

were not received or
were not received
timely.
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Business Provider | Worklist Reference to 835 Reason Code Description, | 277 Entity 835 Remark Code 835 835 277 277 277
Scenario Worklist | Description Associated or 277 Category Code Code Description, or 277 Reason Remark Category Status | Entity
Pend/Denial Description Description Status Code Code Code Code Code Code
Code Description
2 2C Immediate Payment adjusted because Missing/incomplete/inval | 17 N31
Action - requested information was not id prescribing provider
Review for provided or was identifier.
Missing Billing insufficient/incomplete.
Information. Additional information is
Correct & supplied using the remittance
Resubmit or advice remarks codes whenever
Call Payor if in appropriate.
error.
2 2C Immediate Payment adjusted because Missing/incomplete/inval | 17 MA70
Action - Send requested information was not id provider
Medical provided or was representative signature.
Records to insufficient/incomplete.
Payor Additional information is
supplied using the remittance
advice remarks codes whenever
appropriate.
2 2A Immediate Payment adjusted because this Missing 22 N29
Action - Send care may be covered by another documentation/orders/n
Medical payer per coordination of otes/summary/report/ch
Records to benefits. art.
Payor
2 2A Immediate Reason 16 - Pending/Provider Requested Pre-existing information P3 290
Action - Send Remark N204 | Information-The claim or
Medical encounter is waiting for
Records to information that has already
Payor been requested from the
provider. (Note: A status code
identifying the information
requested must be sent.)
2 2B No Action for Pending/Payer In Review-The Funds may be available P2 671

X days. Follow
up at X days if
not paid.

claim/encounter is suspended
and is pending review (e.qg.
medical review, repricing, Third
Party Administrator processing).

from a consumer
spending account such
as consumer
directed/driven health
plan (CDHP), Health
Savings Account (HSA)
and or other similar
accounts.
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Business Provider | Worklist Reference to 835 Reason Code Description, | 277 Entity Code | 835 Remark Code 835 835 277 277 277 Entity
Scenario Worklist | Description Associated or 277 Category Code Description Description, or 277 Reason Remark Category Status | Code
Pend/Denial Description Status Code Code Code Code Code
Code Description
2 2B Immediate Pending/Provider Requested Claim waiting for P3 50
Action - Information-The claim or internal provider
Review for encounter is waiting for verification.
Missing Billing information that has already
Information. been requested from the
Correct & provider. (Note: A status code
Resubmit or identifying the information
Call Payor if in requested must be sent.)
error.
2 2C Immediate Reason 16 - Pending/Provider Requested Service Provider | Entity® tax id. P3 128 SJ
Action - Remark M113 | Information-The claim or
Review for encounter is waiting for
Missing Billing information that has already
Information. been requested from the
Correct & provider. (Note: A status code
Resubmit or identifying the information
Call Payor if in requested must be sent.)
error.
2 2C Immediate Pending/Provider Requested Provider Entity® specialty P3 145 1P
Action - Information-The claim or code.
Review for encounter is waiting for
Missing Billing information that has already
Information. been requested from the
Correct & provider. (Note: A status code
Resubmit or identifying the information
Call Payor if in requested must be sent.)
error.
: I:aﬁ ge-variely e'd giPayerin Review-The Missingfinvalid-data
oWt claim/encounte s_suspe' 'd' ed prevents-payer .9
S o and ISpe 'd. g’eue_u_(e ’g . processing-ca
.ﬁss |g_B.|g edica eview; repreing, d.
Correct&
Resubmitor
Call-Payoritin
EeFfor
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Business Provider | Worklist Reference to 835 Reason Code Description, | 277 Entity Code | 835 Remark Code 835 835 277 277 277 Entity
Scenario Worklist | Description Associated or 277 Category Code Description Description, or 277 Reason Remark Category Status | Code
Pend/Denial Description Status Code Code Code Code Code
Code Description
2 2C Immediate Claim/service lacks information Missing/incomplete/in | 16 M50
Action - which is needed for valid Revenue Code
Review for adjudication. Additional
Missing Billing information is supplied using
Information. remittance advice remarks
Correct & codes whenever appropriate.
Resubmit or
Call Payor if in
error.
2 2C Immediate Claim/service lacks information Missing/incomplete/in | 16 M119
Action - which is needed for valid/
Review for adjudication. Additional deactivated/withdrawn
Missing Billing information is supplied using National Drug Code
Information. remittance advice remarks (NDCQ).
Correct & codes whenever appropriate
Resubmit or
Call Payor if in
error.
2 2C Immediate Claim/service lacks information Missing itemized bill. 16 N26
Action - which is needed for
Review for adjudication. Additional
Missing Billing information is supplied using
Information. remittance advice remarks
Correct & codes whenever appropriate.
Resubmit or
Call Payor if in
error.
2 2C Immediate Category P2 - | Claim/service lacks information Missing/incomplete/in | 16 MA82
Action - Status 129, which is needed for valid provider/supplier
Review for 131 adjudication. Additional billing
Missing Billing information is supplied using number/identifier or
Information. remittance advice remarks billing name, address,
Correct & codes whenever appropriate city, state, zip code,
Resubmit or or phone number.
Call Payor if in
error.
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Business Provider | Worklist Reference to 835 Reason Code 277 Entity Code | 835 Remark Code 835 835 277 277 277 Entity
Scenario Worklist | Description Associated Description, or 277 Description Description, or 277 Reason Remark Category Status | Code
Pend/Denial Category Code Description Status Code Code Code Code Code
Code Description
2 2C Immediate Category P1 - | Claim/service lacks Incomplete/invalid 16 M113
Action - Status 128 information which is needed taxpayer identification
Review for for adjudication. Additional number (TIN)
Missing Billing information is supplied using submitted by you per
Information. remittance advice remarks the Internal Revenue
Correct & codes whenever appropriate Service. Your claims
Resubmit or cannot be processed
Call Payor if in without your correct
error. TIN, and you may not
bill the patient
pending correction of
your TIN. There are
no appeal rights for
unprocessable claims,
but you may resubmit
this claim after you
have notified this
office of your correct
TIN.
2 2D Immediate Category P1 - | Claim/service lacks Missing/incomplete/in | 16 M51
Action - Status 666 or information which is needed valid procedure
Coding Category P2 - | for adjudication. Additional code(s).
Review Status 465 information is supplied using
Needed. remittance advice remarks
Resubmit if codes whenever appropriate.
appropriate or
contact payor
if in error.
2 2D Immediate Category P1 - | Not otherwise classified" or Missing/incomplete/in | 189 M51
Action - Status 666 or "unlisted" procedure code valid procedure
Coding Category P2 - | (CPT/HCPCS) was billed code(s).
Review Status 465 when there is a specific
Needed. procedure code for this
Resubmit if procedure/service

appropriate or
contact payor
if in error.
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Business Scenario #3: Refers to situations where technical reasons/duplicate submissions/untimely filings/claim

not on file prevents further disposition.
Business Provider | Worklist Reference to 835 Reason Code 277 Entity Code 835 Remark Code 835 835 277 277 277
Scenario Worklist | Description Associated Description, or 277 Description Description, or 277 Reason Remark Category Status | Entity
Pend/Denial Category Code Description Status Code Code Code Code Code Code
Code Description
3 3C Immediate Reason 16 - Pending/Provider Requested Surgical Procedure | Surgical Procedure P3 666
Action - Remark M51, Information-The claim or Code Code
Review for M119 or encounter is waiting for
Missing/Invali Reason 189 - information that has already
d/Incomplete Remark M51 been requested from the
Billing provider. (Note: A status code
Information. identifying the information
Resubmit or requested must be sent.)
Call Payor if in
error.
3 3A No Action for Reason 18 - Pending/Payer In Review- Duplicate of an P2 78
X days. Follow | Remark N111 | The claim/encounter is existing claim/line,
up at X days if | or Reason 97 suspended and is pending awaiting processing.
not paid. review (e.g. medical review,
repricing, Third Party
Administrator processing).
3 3A No Action for Large Variety Pending/Payer Special handling P5 41
X days. Follow | of 835 codes Administrative/System hold required at payer site.
up at X days if
not paid.
3 3C Immediate Duplicate claim/service. Missing/incomplete/in | 18 MA30
Action - valid type of bill.
Review for
Missing Billing
Information.
Resubmit or
Call Payor if in
error.
3 3C Immediate Claim/service lacks Additional information | 16 N181
Action - information which is needed is required from
Review for for adjudication. Additional another provider
Missing/Invali information is supplied using involved in this
d/Incomplete remittance advice remarks service.
Billing codes whenever appropriate
Information.
Resubmit or
Call Payor if in
error.
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Business Provider | Worklist Reference to 835 Reason Code 277 Entity Code 835 Remark Code 835 835 277 277 277
Scenario Worklist | Description Associated Description, or 277 Description Description, or 277 Reason Remark Category Status | Entity
Pend/Denial Category Code Description Status Code Code Code Code Code Code
Code Description
3 3D Validate and Duplicate claim/service. 18
review for
appropriatene
ss of denial.
3 3D Validate and Duplicate claim/service. No appeal right 18 N111
review for except duplicate
appropriatene claim/service issue.
ss of denial. This service was
included in a claim
that has been
previously billed and
adjudicated.
3 3D Validate and Payment adjusted because 97
review for the benefit for this service is
appropriatene included in the
ss of denial. payment/allowance for
another service/procedure
that has already been
adjudicated
3 3C Immediate Claim/service denied 107
Action - because the related or
Review for qualifying claim/service was
Missing/Invali not previously paid or
d/Incomplete identified on this claim.
Billing
Information.
Resubmit or
Call Payor if in
error.
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Business Scenario #4: Refers to situations where coordination must proceed with third-party payers: e.g.,
Medicare, Worker’'s Compensation, secondary payers.

Business Provider | Worklist Reference to 835 Reason Code 277 Entity Code 835 Remark Code 835 835 277 277 277
Scenario Worklist | Description Associated Description, or 277 Description Description, or 277 Reason Remark Category Status | Entity
Pend/Denial Category Code Description Status Code Code Code Code Code Code
Code Description
4 4A Immediate Reason P4 - Claim denied because this is 19
Action - Remark 363 a work-related injuryf/illness
Contact and thus the liability of the
Patient Worker® Compensation
Directly to Carrier.
obtain
appropriate
insurance
information.
4 4A Immediate Large Variety Claim denied because this is Additional information | 19 N179
Action - of 277 codes a work-related injury/illness has been requested
Review and thus the liability of the from the member. The
Internally for Worker® Compensation charges will be
Missing Billing Carrier. reconsidered upon
Information. receipt of that
Submit EOB information.
or Dates or
call payor if in
error.
4 4A Immediate Category P4 Claim denied because this 20
Action - Status 365 injury/iliness is covered by
Contact the liability carrier
Patient
Directly to
obtain
appropriate
insurance
information.
4 4A Immediate Category P4 Claim denied because this 21
Action - Status 366 injury/iliness is the liability of
Contact the no-fault carrier.
Patient
Directly to
obtain
appropriate
insurance
information.
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Business Provider | Worklist Reference to 835 Reason Code 277 Entity Code 835 Remark Code 835 835 277 277 277
Scenario Worklist | Description Associated Description, or 277 Description Description, or 277 Reason Remark Category Status | Entity
Pend/Denial Category Code Description Status Code Code Code Code Code Code
Code Description
4 4A Immediate Category P1, Payment adjusted because Patient Our records do not 22 N155
Action - P2, P4 - this care may be covered by Responsibility indicate that other
Contact Status 52 another payer per insurance is on file.
Patient coordination of benefits. Please submit other
Directly to insurance information
obtain for our records.
appropriate
insurance
information.
4 4A Immediate Category P1, Payment adjusted because Missing plan 22 MA92
Action - P2, P4 - this care may be covered by information for other
Contact Status 54 another payer per insurance.
Patient coordination of benefits.
Directly to
obtain
appropriate
insurance
information.
4 4A Immediate Category P1, Payment adjusted because Patient Eligible to 22 N196
Action - P2, P4 - this care may be covered by apply for other
Contact Status 55 another payer per coverage which may
Patient coordination of benefits. be primary.
Directly to
obtain
appropriate
insurance
information.
4 4A Immediate Category P1, Payment adjusted because Subscriber/patient is 22 N376
Action - P2, P4 - this care may be covered by assigned to active
Contact Status 56 another payer per military duty, therefore
Patient coordination of benefits. primary coverage may
Directly to be TRICARE.
obtain
appropriate
insurance
information.
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Business Provider | Worklist Reference to 835 Reason Code 277 Entity Code 835 Remark Code 835 835 277 277 277
Scenario Worklist | Description Associated Description, or 277 Description Description, or 277 Reason Remark Category Status | Entity
Pend/Denial Category Code Description Status Code Code Code Code Code Code
Code Description
4 4D 4D = Payment adjusted because Primary Medicare 22 N374
Immediate this care may be covered by Part A insurance has
Action - another payer per been exhausted and a
Review coordination of benefits. Part B Remittance
Internally for Advice is required.
Missing Billing
Information.
Submit EOB
or Dates or
call payor if in
error.
4 4A Immediate Category P1, Payment adjusted because Specific 22 N193
Action - P2, P4 - this care may be covered by federal/state/local
Contact Status 57 another payer per program may cover
Patient coordination of benefits. this service through
Directly to another payer.
obtain
appropriate
insurance
information.
4 4A Immediate Claim not covered by this Specific 109 N193
Action - payer/contractor. You must federal/state/local
Contact send the claim to the correct program may cover
Patient payer/contractor this service through
Directly to another payer.
obtain
appropriate
insurance
information.
4 4A Immediate Reason 22 - Pending/Patient Requested Investigating P4 52
Action - Remark all or Information - The claim or existence of other
Contact Reason 16 - encounter is waiting for insurance coverage.
Patient Remark N4 information that has already
Directly to been requested from the
obtain patient. (Note: A status code
appropriate identifying the information
insurance requested must be sent.)
information.
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Business Provider | Worklist Reference to 835 Reason Code 277 Entity Code 835 Remark Code 835 835 277 277 277
Scenario Worklist | Description Associated Description, or 277 Description Description, or 277 Reason Remark Category Status | Entity
Pend/Denial Category Code Description Status Code Code Code Code Code Code
Code Description
4 4C Immediate Category P1, Payment adjusted because Secondary payment 22 MA04
Action - P2, P4 - this care may be covered by cannot be considered
Review Status 52 another payer per without the identity of
Internally for coordination of benefits. or payment
Missing Billing information from the
Information. primary payer. The
Submit EOB information was either
or Dates or not reported or was
call payor if in illegible.
error.
4 4B No Action for Category P4 - | Pending/Payer In Review- Medicare Coverage P2 590
X days. Follow | Status 283 The claim/encounter is Indicator
up at X days if suspended and is pending
not paid. review (e.g. medical review,
repricing, Third Party
Administrator processing).
4 4B No Action for Reason 22 - Pending/Payer In Review- Investigating the P2 52
X days. Follow | Remark all or The claim/encounter is existence of other
up at X days if | Reason 16 - suspended and is pending insurance coverage
not paid. Remark N4 review (e.g. medical review,
repricing, Third Party
Administrator processing).
4 4C Immediate Reason 22 - Pending/Patient Requested Medicare effective P4 198
Action - Remark all or Information - The claim or dates.
Review Reason 16 - encounter is waiting for
Internally for Remark N4 information that has already
Missing Billing been requested from the
Information. patient. (Note: A status code
Submit EOB identifying the information
or Dates or requested must be sent.)

call payor if in
error.
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Business Provider | Worklist Reference to 835 Reason Code 277 Entity Code 835 Remark Code 835 835 277 277 277
Scenario Worklist | Description Associated Description, or 277 Description Description, or 277 Reason Remark Category Status | Entity
Pend/Denial Category Code Description Status Code Code Code Code Code Code
Code Description
4 4C Immediate Category P1, Claim/service lacks Missing/incomplete/in | 16 N4
Action - P2, P4 - information which is needed valid prior insurance
Review Status 52 for adjudication. Additional carrier EOB.
Internally for information is supplied using
Missing Billing remittance advice remarks
Information. codes whenever appropriate.
Submit EOB
or Dates or
call payor if in
error.
4 4C Immediate Category P1, Payment adjusted because Crossover claim 22 N8
Action - P2, P4 - this care may be covered by denied by previous
Review Status 51and another payer per payer and complete
Internally for 590 coordination of benefits. claim data not
Missing Billing forwarded. Resubmit
Information. this claim to this payer
Submit EOB to provide adequate
or Dates or data for adjudication.

call payor if in
error.
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Business Scenario #5: Refers to situations where the medical necessity/clinical

appropriateness must be

determined.
Business Provider | Worklist Reference to 835 Reason Code 277 Entity Code 835 Remark Code 835 835 277 277 277
Scenario Worklist | Description Associated Description, or 277 Description Description, or 277 Reason Remark Category Status | Entity
Pend/Denial Category Code Description Status Code Code Code Code Code Code
Code Description
5 5C No Action for Reason Code Pending/Payer In Review- Medical necessity P2 411
X days. Follow | 50 The claim/encounter is for non-routine
up at X days if suspended and is pending service(s)
not paid. review (e.g. medical review,
repricing, Third Party
Administrator processing).
5 5C No Action for Pending/Provider Requested Medical necessity P3 411
X days. Follow Information-The claim or for non-routine
up at X days if encounter is waiting for service(s)
not paid. information that has already
been requested from the
provider. (Note: A status code
identifying the information
requested must be sent.)
5 5C No Action for Pending/Payer In Review- Medical necessity P2 287
X days. Follow The claim/encounter is for service.
up at X days if suspended and is pending
not paid. review (e.g. medical review,
repricing, Third Party
Administrator processing).
5 5C No Action for Pending/Provider Requested Medical necessity P3 287
X days. Follow Information-The claim or for service.
up at X days if encounter is waiting for
not paid. information that has already
been requested from the
provider. (Note: A status code
identifying the information
requested must be sent.)
5 5A Immediate Category P2 These are non-covered 50
Action - UR Status 411 services because this is not
review for deemed a @edical necessity©

need to send
med records
or generate an
appeal for
Medical
necessity.

by the payer.
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Business Scenario #7: Refers to situations where plan(s) (is)/has (determining)/determined if pre-
authorization/certification was obtained/notification of authorization was late.

Business Provider | Worklist Reference to 835 Reason Code 277 Entity Code 835 Remark Code 835 835 277 277 277
Scenario Worklist | Description Associated Description, or 277 Description Description, or 277 Reason Remark Category Status | Entity
Pend/Denial Category Code Description Status Code Code Code Code Code Code
Code Description
7 7C Immediate The claim/service has been Missing/incomplete/in | B11 M62
Action - transferred to the proper valid treatment
Review for payer/processor for authorization code.
authorization processing. Claim/service not
information. covered by this
Contact payor payer/processor.
if necessary.
7 7A Immediate Category P1 Payment adjusted for Missing patient 197 M127
Action - Send or P2 - Status | absence of precertification/ medical record for this
Medical 332 authorization. service.
Records to
UR to
determine if
MR should be
sent to Payor
7 7C Immediate Category P1 This provider was not Additional information | B7 N181
Action - or P2 - Status | certified/eligible to be paid for has been requested
Review for 332 this procedure/service on this from another provider
authorization date of service. involved in the care of
information. this member. The
Contact payor charges will be
if necessary. reconsidered upon
receipt of that
information.
7 7C Immediate Reason 95, Pending/Provider Requested Authorization/certificat P2 252
Action - 197,B7 Information-The claim or ion number
Review for Remark M62, encounter is waiting for
authorization M127, N357, information that has already
information. N54, MAO1, been requested from the
Contact payor | N181 provider. (Note: A status code

if necessary.

identifying the information
requested must be sent.)
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Business Provider | Worklist Reference to 835 Reason Code 277 Entity Code 835 Remark Code 835 835 277 277 277
Scenario Worklist | Description Associated Description, or 277 Description Description, or 277 Reason Remark Category Status | Entity
Pend/Denial Category Code Description Status Code Code Code Code Code Code
Code Description
7 7B No Action for Reason 198 - Pending/Provider Requested Authorization Code P2 674
X days. Follow | Remark N362 | Information-The claim or Exceeded
up at X days if encounter is waiting for
not paid. information that has already
been requested from the
provider. (Note: A status code
identifying the information
requested must be sent.)
7 7C Immediate Reason 95, Pending/Provider Requested Authorization/certificat P3 252
Action - 197,B7 Information-The claim or ion (include period
Review for Remark M62, encounter is waiting for covered)
authorization M127, N357, information that has already
information. N54, MAO1, been requested from the
Contact payor | N181 provider. (Note: A status code
if necessary. identifying the information
requested must be sent.)
7 7D Patient Services denied at the time 39
Responsibility authorization/pre-certification
was requested.
7 7C Immediate Category P1 Payment adjusted for 197
Action - or P2 - Status | absence of precertification/
Review for 332 authorization.
authorization
information.
Contact payor
if necessary.
7 7C Immediate Category P1 Payment adjusted for Missing/incomplete/in | 197 M62
Action - or P2 - Status | absence of precertification/ valid treatment
Review for 332 authorization. authorization code.
authorization
information.

Contact payor
if necessary.
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Business Scenario #8: Refers to situations where plan(s) (is)/has (determining)/determined a necessary

adjustment: e.g., contracted rates/take backs/reductions/bundling and pricing.

Business Provider | Worklist Reference to 835 Reason Code 277 Entity Code 835 Remark Code 835 835 277 277 277
Scenario Worklist | Description Associated Description, or 277 Description Description, or 277 Reason Remark Category Status | Entity
Pend/Denial Category Code Description Status Code Code Code Code Code Code
Code Description
8 8D Contact Payer Payment adjusted because Payment based on a 22 N14
if necessary. this care may be covered by contractual amount or
another payer per agreement, fee
coordination of benefits. schedule, or
maximum allowable
amount.
8 8A Automatic Payment adjusted due to the 23
adjustment - impact of prior payer(s)
no review adjudication including
needed. payments and/or adjustments
8 8A Automatic Category P2 - | Payment for charges 24
adjustment - Status 628 adjusted. Charges are
no review covered under a capitation
needed. agreement/managed care
plan.
8 8A or 8B | 8A Automatic Benefit maximum for this time Not covered more 119 M90
dependin | adjustment - period or occurrence has than once in a 12
gon no review been reached. month period.
provider needed. Or 8B
policy. Drop to Next
Responsible
Party - Patient
or next
insurance.
8 8C No Action for Pending/Payer In Review- Internal review/audit. P2 46
X days. Follow The claim/encounter is
up at X days if suspended and is pending
not paid. review (e.g. medical review,

repricing, Third Party
Administrator processing).
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Business Provider | Worklist Reference to 835 Reason Code 277 Entity Code 835 Remark Code 835 835 277 277 277
Scenario Worklist | Description Associated Description, or 277 Description Description, or 277 Reason Remark Category Status | Entity
Pend/Denial Category Code Description Status Code Code Code Code Code Code
Code Description
8 8D Contact Payer Pending/Payer In Review- No rate on file with P2 499
if necessary. The claim/encounter is the payer for this
suspended and is pending service for this entity.
review (e.g. medical review,
repricing, Third Party
Administrator processing).
8 8C No Action for Reason 24 Pending/Payer In Review- Pricing methodology P2 628
X days. Follow The claim/encounter is
up at X days if suspended and is pending
not paid. review (e.g. medical review,
repricing, Third Party
Administrator processing).
8 8C No Action for Large variety Pending/Payer Internal review/audit. P5 46
X days. Follow | of 835 codes Administrative/System hold
up at X days if
not paid.
8 8C No Action for Reason 45 Pending/Payer In Review- Line Item Denied P2 585
X days. Follow The claim/encounter is Charge or Non-
up at X days if suspended and is pending covered Charge
not paid. review (e.g. medical review,
repricing, Third Party
Administrator processing).
8 8C No Action for Reason 45 Pending/Payer In Review- Line Item Charge P2 583
X days. Follow The claim/encounter is Amount.
up at X days if suspended and is pending
not paid. review (e.g. medical review,
repricing, Third Party
Administrator processing).
8 8C No Action for Reason 45 Pending/Payer In Review- Re-pricing information P2 64

X days. Follow
up at X days if
not paid.

The claim/encounter is
suspended and is pending
review (e.g. medical review,
repricing, Third Party
Administrator processing).
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Linxus Claim Status Request and Response (276/277) and Health Care
Claim Payment/Advice (835) Minimum Code Set Version 1.0

Claim  Adjustment Reason | Remittance Claim Status Category | Claim Status | Claim Status
Code (CARCQC) Advice Code Code Entity Code
Remark
Code (RARC)
P2 56
P2 56 2B
P2 45
P2 671
P2 122
P2 78
P2 590
P2 52
P2 411
P2 287
P2 252
P2 674
P2 499
P2 46
P2 628
P2 64
P2 583
P2 585
P3 173 IL
P3 158 IL
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Claim  Adjustment Reason | Remittance Claim Status Category | Claim Status | Claim Status
Code (CARCQC) Advice Code Code Entity Code
Remark
Code (RARC)
P3 505 GO
P3 504 GO
P3 252
P3 157 X4
P3 411
P3 287
P3 46
P3 666
P3 128 SJ
P3 145 1P
P4 284
P4 174 GO
P4 52
P4 363
P4 366
P4 198
P5 46
P5 41
16 N204
16 MA100
16 N197
16 N374
16 M29
16 N29
16 N307
16 N347
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Claim  Adjustment
Code (CARCQC)

Reason

Remittance
Advice
Remark
Code (RARC)

Claim Status Category
Code

Claim
Code

Status

Claim Status
Entity Code

16 M135
16 N349
16 M50
16 M119
16 N26
16 M113
16 MA82
16 M51
16 N181
16 N4
17 N375
17 N29
17 N31
17 MA70
18 MA30
18 N111
19 --

19 N179
20 --

21 --

22 N197
22 N179
22 N29
22 N155
22 MA92
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Claim
Code (CARCQC)

Adjustment

Reason

Remittance
Advice
Remark
Code (RARC)

Claim Status Category
Code

Claim
Code

Status

Claim Status
Entity Code

22 N196
22 N376
22 N374
22 N193
22 MAO04
22 N8
22 N14
23 --

24 --

31 N329
31 --

32 N179
39 --

50 N29
50 N102
50 --

97 --

B7 N181
107 --
109 N193
119 M90
189 M51
197 M62
197 M127
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Annex C | Linxus Claim Not Found and Error Messages

Below are the most common potential errors that could result for an unsuccessful Claim Status inquiry error or claim not
found.

DESCRIPTION Category | Status Entity CODE DESCRIPTIONS
Code Code Identifier
Code
Claims not found for the member on the A4 0 A4 = Acknowledgement / Not Found - The
health plan Claim database claim/encounter can not be found in the adjudication
system.

0 = No further status available electronically

The claim/encounter can not be found in the A4 26 A4 = Acknowledgement / Not Found - The
adjudication system. claim/encounter can not be found in the adjudication
system

26 = Entity not found.

The claim/encounter can not be found in the A4 26 P2 A4 = Acknowledgement / Not Found - The
adjudication system. claim/encounter can not be found in the adjudication
system.

26 = Entity not found.

P2 = Primary Insured or Subscriber
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DESCRIPTION

Category
Code

Status
Code

Entity
Identifier
Code

CODE DESCRIPTIONS

Provider not found

A4

35

1P

A4 = Acknowledgement / Not Found: The
claim/encounter can not be found in the adjudication
system

35 = Claim/encounter not found
1P = Provider

Claim not found for the insured or subscriber

A4

35

A4 = Acknowledgement / Not Found — The
claim/encounter can not be found in the adjudication
system

35 =Claim/encounter not found

IL = Insured or Subscriber

Claim ID not found, Claim ID but Provider not
found or No claims returned, failed on all
business filters

A4

35

A4 = Acknowledgement / Not Found: The
claim/encounter can not be found in the adjudication
system

35 = Claim/encounter not found

Member Coverage Not in Force for Service
Date(s)

A4

88

A4 = Acknowledgement / Not Found — The
claim/encounter can not be found in the adjudication
system

88 = Entity not eligible for benefits for submitted dates of

service.

IL = Insured or Subscriber
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DESCRIPTION Category | Status | Entity CODE DESCRIPTIONS
Code Code Identifier
Code
Claim could not be found based on the date A4 187 N/A A4 = Acknowledgement / Not Found: The
of service- Member and provider were both claim/encounter can not be found in the adjudication
located system
187 = Date(s) of service
Acknowledgement/Not Found-The A4 487 A4 = Acknowledgement /Not Found — The
claim/encounter can not be found in the claim/encounter can not be found in the adjudication
adjudication system. system
487 = Claim not found, claim should have been submitted
to/through @ntity©
Entity not found - change search criteria DO 0 DO = Entity Not found -- change search criteria
0 = Cannot provide further status electronically
Entity not found - change search criteria DO 21 DO = Entity not found - change search criteria
21 = Missing or invalid information. Note: At least one
other status code is required to identify the missing or
invalid information.
Entity not found - change search criteria DO 33 DO = Entity not found - change search criteria
33 = Subscriber and subscriber ID not found
Entity not found - change search criteria DO 35 DO = Entity not found - change search criteria

35 = Claim/encounter not found

page 108 of 113




DESCRIPTION Category | Status | Entity CODE DESCRIPTIONS
Code Code Identifier
Code

Entity not found - change search criteria DO 97 DO = Entity not found - change search criteria

97 = Patient eligibility not found with entity
Entity not found - change search criteria DO 197 DO = Entity not found - change search criteria

197 = Effective coverage date(s)
Invalid input for provider data, Name or Date DO 485 DO = Entity not found - change search criteria
of Service

485 = Invalid input data
Response Not Possible - error on submitted EO 1 EO = Response not possible - error on submitted request
request data data

1 = For more detailed information, see remittance advice
Response Not Possible - error on submitted EO 21 IL EO = Response not possible - error on submitted request

request data

data

21 = Missing or invalid information. Note: At least one
other status code is required to identify the missing or
invalid information.

IL = Insured or Subscriber
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DESCRIPTION

Category
Code

Status
Code

Entity
Identifier
Code

CODE DESCRIPTIONS

Response Not Possible - error on submitted
request data

EO

21

QC

EO = Response not possible - error on submitted request
data

21 = Missing or invalid information. Note: At least one
other status code is required to identify the missing or
invalid information.

QC = Patient

Response Not Possible - error on submitted
request data

EO

21

MR

EO = Response not possible - error on submitted request
data

21 = Missing or invalid information. Note: At least one
other status code is required to identify the missing or
invalid information.

MR = Medical Insurance Carrier

Response Not Possible - error on submitted
request data

EO

21

1P

EO = Response not possible - error on submitted request
data

21 = Missing or invalid information. Note: At least one
other status code is required to identify the missing or
invalid information.

1P = Provider

Response Not Possible - error on submitted
request data

EO

21

N/A

EO = Response not possible - error on submitted request
data

21 = Missing or invalid information. Note: At least one
other status code is required to identify the missing or
invalid information.
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DESCRIPTION Category | Status | Entity CODE DESCRIPTIONS
Code Code Identifier
Code
Response Not Possible - error on submitted EO 21 zZz EO = Response Not Possible - error on submitted request
request data (mutually | data
defined)

ZZ = Indicates an invalid bill type, modifier, procedure

code or revenue code; Or this indicates a valid bill type,

modifier, procedure code and the revenue code was

submitted with an inaccurate qualifier
Response Not Possible - error on submitted EO 24 EO = Response not possible - error on submitted request
request data data

24 = Entity not approved as an electronic submitter.
Response Not Possible - error on submitted EO 35 EO = Response not possible - error on submitted request
request data data.

35 = Claim/encounter not found
Provider not found in Health Plan Provider EO 26 1P EO = Error in submitted request data
File(s)

26 = Entity not found

1P = provider
Provider Not Found- TIN and PIN/PVN EO 26 1P EO = Error in submitted request data

Mismatch

26 = entity not found

1P = provider
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DESCRIPTION Category | Status | Entity CODE DESCRIPTIONS
Code Code Identifier
Code
Member not found in Eligibility File EO 26 IL EO = Error in submitted request data
26 = Entity not found
IL = Insured or Subscriber
Patient date of birth supplied by provider is EO 158 N/A EO = Error in submitted request data
invalid
158 = Entity’s date of birth
Invalid From, Through Date supplied by the EO 187 N/A EO = Error in submitted request data
provider (which would include a future date
value, or a date range greater than 90 days) 187 = Date(s) of service
Response Not Possible - error on submitted EO 562 EO = Error in submitted request data
request data
562 = Entity® National Provider Identifier (NPI)
Response Not Possible - error on submitted EO 562 1P EO = Error in submitted request data
request data
562 = Entity® National Provider Identifier (NPI)
1P = Provider
Response Not Possible - System Status El 0 E1 = Response Not Possible - System Status
0 = Cannot provide further status electronically
Response Not Possible - System Status El 33 E1 = Response Not Possible - System Status

33 = Subscriber and subscriber ID not found
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DESCRIPTION Category | Status | Entity CODE DESCRIPTIONS
Code Code Identifier
Code

Response Not Possible - System Status El 484 E1l = Response Not Possible - System Status

484 = Business Application Currently Not Available
Response Not Possible - System Status El 485 E1l = Response Not Possible - System Status

485 = More information available than can be returned in

real time mode. Narrow your current search criteria.
System Errors - Report problem to Health El 484 IN E1 = Response not possible — System Status
Plan EDI Assistance Center

484 = Business Application Currently Not Available

IN = Insurer
Information Holder is not responding: E2 0 E2 = Information Holder is not responding, resubmit at a
resubmit at a later time. later time.

0 = Cannot provide further status electronically
Information Holder is not responding: E2 484 E2 = Information Holder is not responding, resubmit at a

resubmit at a later time.

later time.

484 = Business Application Currently Not Available
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